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New! Dowling & Jones = That the Patient May Know 


This unique atlas offers a graphic source of help in clearly explain to the patient: location of peptic 
ulcer, process of childbirth, how to administer in- 


breast, hernia, ete. 


explaining disease processes to patients. Nearly 100 
diagrams and drawings, most in color, permit you to sulin, self-examination of the 
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Saunders Books offering help on patient counseling, 


The Office Assistant 


BY PORTIA M. FREDERICK AND CAROL TOWNER 


Here is a complete how-to-do-it book filled with in- 
formation to run your office smoothly, efficiently, and 
effectively. The experienced authors guide your Girl 
Friday to quickly become a competent secretary, 
bookkeeper, technician and public relations agent. 


They coach her on how to tactfully cope with all 
types of personalities on the telephone or in the of- 
fice—how to ease a patient’s confusion—how to ob- 
tain adequate information without appearing nosey. 


Graphic illustrations demonstrate every phase of the 
job from office record forms to ways of draping the 
patient for various physical examinations, 


You need only to briefly leaf through this manual to tell 
how valuable it is in saving you time, steps, and money 
and in keeping your patients happy and satisfied. 
Such topics as these are covered: effective telephone 
techniques, appointments, medical records, steriliza- 
tion techniques, physical therapy, handling mail. 


If you are training a new girl, this book can easily 
save 50% of your time and explanations. If you al- 
ready have a “gem”, the meticulous information 
here can impart even more brilliance to her effec- 
tiveness. 


By PORTIA M. FREDERICK, Instructor, Medical Office Assisting, Long Beach Cits 
College; and CAROL TOWNER, Executive Assistant, Department of Public Relations, 
American Medical Association. 351 pages, illustrated. $4.75. 


A Modern Pilgrim’s Progress for Diabeties 


You'll find this a most useful manual on diabetic self- 
help and care for the patient and his family. When 
you recommend it, you can be sure it will be read, 
understood and appreciated by the patient. 


Over half the book is presented in an entertaining 
and story-book fashion. It tells the story of a dia- 
betic’s life, her ups and downs, her contacts with 
other diabetics and their problems—until a com- 
posite, integrated picture of diabetes and the diabetic 
is unfolded, Every situation and episode is a pain- 
lessly presented object lesson. The story becomes 
real and personal to the reader—he can pick out his 
own type of case, follow it through and thus Rarn 


BY GARFIELD G. DUNCAN 


of the part he himself may play in affecting his fu- 
ture welfare. 

In addition to qualifying the reader to be better able 
to follow the advice of the family doctor, the book 
gives many pointers to the physician on the approach 
to and management of his diabetic patients. The final 
80 pages of the book are devoted to specific self- 
help on how to: make insulin injections, care for the 
feet, plan menus, combat insulin reaction, avoid 
diabetic coma, ete. A glossary defines all terms. 
When you prescribe this manual you can rest assured 
the patient will have reliable, up-to-date help. 

By GARFIFLD G. DUNCAN, M.D., C.M., F.A.C.P., Professor of Medicine, Uni- 


versity of Pennsylvania. Director of Medical Divisions, Pennsylvania Hospital and 
the Benjamin Franklin Clinic, Philadelphia. 222 pages, 44.” x 6',”, illustrated. $2.50. 


The Story of Peptic Uleer 


BY RICHARD TONKIN 


This is a delightfully illustrated little volume that you may very 


well adopt as a standard ingredient in your prescription for peptic 
ulcer sufferers. Nowhere else can you and your patients find such quick 
and sensible advice on the care and feeding of ulcers—served up in 
such a palatable and easy-to-understand form. 


Once you've seen the book, you may find yourself borrowing many of 
Dr. Tonkin’s apt phrases for your own. He has a remarkable knack of 
using just the right words and tone to bring home significant points 
and make them stick in the mind of the patient. In addition to being 
highly digestible fare, the author’s advice is the best that medical 
science has yet to offer on the causes of peptic ulcer and on the simple 
rules of living that will assist the sufferer toward release from his 
disease. 


By RICHARD TONKIN, M.D., F.C.R.P., Westminster Hospital, London. Illustrated by RICHARD KFITH 
HELLIER, F.R.S.A. 70 pages, 544” x 734”, illustrated, $2.25. 
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office operation, and medico-legal problems 


That the Patient May Know 


BY HARRY F. DOWLING AND TOM JONES 


A unique atlas of simple and accurate diagrams— | 


to aid the physician in helping the patient to better 
understand his disease or disorder. 


When the patient indicates by word or look that he 
doesn’t understand what you have told him—then 
show him—with the nearly 100 graphic pictures and 
diagrams in this practical atlas. Its sole function is 
to help the physician explain disease processes more 
intelligently to the patient. 


The illustrations vary in their subject matter. Some 
show how a lesion looks or how a disease mechanism 
works. Others show anatomical relationships or what 
the physician hopes to accomplish with a particular 
regimen. But all of them strike an ideal balance be- 
tween complexity and oversimplification. The patient 
ean understand them and act upon them. 


Here are the kind of pictures and diagrams you'll 
find: how to administer insulin—mechanisms of im- 
munity—x-ray of normal chest—tuberculosis of 
lungs—sites of peptic ulcer—rh factor—childbirth. 
The authors have logically arranged the presentation 
according to organ systems. A unique index tells you 
how each of the various illustrations may be used in 
diverse situations. The manual is not intended to be 
used by the patient alone, but always in conjunction 
with the physician’s explanation. 


This volume can readily bring these 4 benefits to 
your explanations of disease to patients: (1) adds 
the extra authority of the printed page. (2) shows 
the doctor’s interest in the patient. (3) shortens ex- 
planation time. (4) helps aceuracy of explanations. 


By HARRY F. DOWLING, M.D., Sec.D., Professor of Medicine, University of Mli- 
nois; and TOM JONES, B.F.A., Profes «sor of Medical Illustration Emeritus, Uni- 
versity of Illinois. 139 pages, 8” x 10%", with nearly 100 illustrations on 34 plates 
most in color. $7.50, NEW 


The Doctor as a Witness 


BY JOHN EVARTS TRACY 


If you have wondered exactly what your duties, privileges, rights and compen- 
sation might be when providing expert medical testimony on the witness stand 
—this authoritative volume will provide the answers. The author, an experi- 
enced trial lawyer, advises you on the legal maneuvers you may expect to 
encounter. He shows you how you may be led into traps by a shrewd examiner 
—and how to avoid such traps. Here are but a few of the many topics covered 
in detail. Advice on handling hypothetical questions—Use of books in connec- 
tion with direct testimony—Giving opinions on mental competency—Burden of 
prooj in malpractice actions—Evaluation of incapacity in compensation case— 
Privilege against self-incrimination—Contingent fee contracts—Keeping temper 
in irritating cross-examination—Doctor-patient relationship and the Law—Etc. 


By JOHN EVARTS TRACY, Professor of Law (Emeritus), University of Michigan. Author of Corporate Foreclosures, Corpora- 
tion Practice, Handbook of the Law of Evidence and The Successful Practice of Law. 221 pages, 5%" x 8”. $4.25. 


W. B. SAUNDERS COMPANY 
West Washington Square, Philadelphia 5, Pa. 


Please send and charge my account: 
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Picture of’ Ivory Soaps 234"... 


and most crucial ...test 


Nothing is more important to Ivory than unofficial ‘‘test’’ #234— 
the mild, daily care this white, pure soap gives babies 

and adults in homes everywhere. But first come 233 laboratory 
and scientific tests to make sure not a single cake reaches 

step #234 unless it meets the highest standards of purity and 
mildness. This is the kind of supervision that makes 

Ivory Soap gentle enough for a baby’s delicate skin. You can 
advise Procter & Gamble’s Ivory Soap confidently. 


iN IVORY 


pure®... it floats 
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One Priscoline Lontab every 12 hours. 

Priscoline Lontabs, 80 mg. 

oe ae cee (15 mg. outer shell, 65 mg. inner core). 


Special outer shell 
actually contains ini- 
tial dose of medica- 
tion which is immedi- 
ately released for 
rapid vasodilating 


ffect. 
effec 


Unique ‘Lontab core 
designed to release 
medication gradually, 
sustaining vasodilating 
effect as long as 12 
hours. 


effectiveness 


C iB A a PRISCOLINE® hydrochloride (tolazoline hydrochloride CIBA) 
SUMMIT,N. J. LONTABS® (long-acting tablets CIBA) 2 
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prescribe: 


THORAZINE* for acute alcoholism 
. promptly calms agitation and delirium tremens 


¢ induces restful sleep 


* controls nausea and vomiting—thus facilitating rehydration 
g y 


COMPAZI N Et for chronic alcoholism 


e relieves: anxiety and tension—thus reducing the urge to drink 
¢ often exerts a unique alerting effect 
helps: keep. patients ‘on the job 
® SMITH KLINE & FRENCH LABORATORIES 


#T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Curb appetite with 
virtually no 
CNS stimulation... 


NEW 
pO 195 ig 


“..a well-tolerated, clinically 
effective drug for the suppression 
of appetite in all age groups....”” 


effectively curbs appetite’ Composition: 1-phenyl-2-diethylamino- 
virtually no risk of CNS.* propanone-l-hydrochloride (diethylpro- 
’ 


2 pion). 
vasopressor* or psychic 


Dosage: One tablet 3 times daily, at least 


stimulation one-half hour before meals. If desirable, 
w can be taken in the evening an additional tablet may be given in the 
evening. 
cooperation" Side Effects: Clinically, side effects are 
rare. Approximately 3 per cent of the 4 
= well tolerated, even by patients report dryness of the mouth or 
patients with hypertension thirst. An occasional patient may com- 
or cardiac disease® plain of constipation: this may be re- , 


lieved by appropriate measures. 
Supplied: Tablets of 25 mg. Bottles of 100. 


References: 1. Ravetz, E.: Evaluation of Anorexigenic 
Products, presented at the Symposium of the Michigan 
Academy of General Practice, Detroit, Michigan, March 4, 
1959. 2. Spielman, A. D.: Clinical Evaluation of Diethyl- 
propion: A New Antiappetite Compound, ibid. 3. Huels, 
H. G.: Clinical Approach to Treatment of Obesity, ibid. 
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hypnotic 
Combines prompt action, broad 
margin of safety and 
virtual freedom from 


after-effects in a host 
Of COMMON CONAITIONS 


RVOUS ANOREXI 


or abuse of the 
barbiturate component, 
Alurate is available 

as Elixir Alurate 
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Elixir Alurate Verdum 
(emerald-green). 
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selective peripheral action to 


from 
relieve symptoms of arterial 


insufficiency'— 


Mead 


intermittent claudication 


Johnson leg pain 

coldness and numbness of extremities 
in 
Arteriosclerosis Obliterans 
Diabetic Vascular Disease 
Buerger’s Disease 


a myo- vascular relaxant Thrombophlebitis 


Pronounced VA-ZO-DY-LAN isoxsuprine hydrochloride, Mead Johnson 


brings blood to the deep tissues by 
direct action on the arterial wall'* 


with remarkable safety in recommended doses 


Mead Johnson is proud to announce the availability 
of Vasopitan, an unusual new compound with myo- 
vascular relaxant action. The unique myo-vascular 

action of this substance is manifested by selective without adverse effects on coronary flow 
th inh without troublesome hypotension or 
elaxant effects on smooth muscle of the periphera tentycardia™” ; 


and cerebral vascular beds and of the uterus. without renal effects’? 
without increase in gastric acidity? 
A major indication for Vasopian is in the sympto- without ganglionic blocking action" 


matic treatment of peripheral vascular disease. without development of tolerance’ 
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Available as VASODILAN Tablets, 10 mg., bottles of 100. 
VASODILAN Injection, Ampuls, 2 cc. (6 mg./cc.), boxes of 6. 


Oral Dosage: 10 or 20 mg. (1 or 2 tablets) three or four 
times a day. For complete details on indications, dosage, 
administration and clinical background of VASODILAN, see 
the brochure on this product available on request from 
Mead Johnson and Company, Evansville 21, Indiana. 


Bibliography: (1) Kaindl, F.; Samuels, S. S.; Selman, D., and 
Shaftel, H.: Angiology, to be published. (2) Kaindl, F.; Partan, 
J., and Polsterer, P.;: Wien. klin. Wehnschr. 68:186, 1056. 
(3) Briicke, F., et al.: Wien. klin. Wchnschr. 68:183, 1956. 
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of a breath... 
NORISODRINE 


disarms 
bronchospasm 


Asthma, striking unexpectedly, as it so often does, represents a very real hazard, and a perpetual 
source of worry, to the afflicted. Not so, however, when Norisodrine in the handy-to-carry 
Aerohalor is along. @ A few easy inhalations rapidly transport the powder particles to where they’re 
needed most—the mucous membranes of the respiratory passages. As quick as it takes to tell— 
literally in seconds—bronchospasm is aborted. Norisodrine’s unique therapy is dependable 

a in every kind of asthma, even where many other types of bronchodilators have failed. Obbott 


907116 


NORISODRINE’ Sulfate Powder in the AEROHALOR® 


3 (Isoprotereno! Sulfate, Abbott) (Powder Inhaler, Abbott) 
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SIMULTANEOUS IMMUNIZATION 
AGAINST DISEASES: 


Poliomyelitis-Diphtheria-Pertussis-Tetanus 
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in 8 out of 10 patients 
Complete Control of 


Grand Mal Seizures 


wide 


Composite Results of 20 Clinical Studies 


Type of Number of Completely 50-90% <50% 
Seizure Patients Controlled | Improved 
Grand Mal 214 172 (80%) | 15(7%) 27 (13%) 
Psychomotor 29 19 (65%) 10 (35%) 
Focal Jacksonian 19 19 (100%) 


a fully other anticonvulsants. “Mysoline”’ was 
_ medication which, in some cases, was eventually replaced by — 


to current 


Type of Number of} Completely 50-90% 

Seizure Patients Controlled Improved 
Grand Mal 613 175 (28.5%) | 253 (41.2%)} 185 (30.3%) 
Psychomotor 130 10 (7.7%) 65 (50%) 55 (42.3%) 
Focal Jacksonian 92 14(15.2%)| 36(39.1%)}| 42 (45.7%) 


The dramatic results obtained with ‘‘Mysoline’’ advocate its use as a 
preparation of choice for effective and well tolerated therapy in the 
control of grand mal and psychomotor attacks. 


SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
LITERATURE AND BIBLIOGRAPHY ON REQUEST 


“Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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for reliable, effective and 

Swell tolerated analgesia, pius 

mild sedation .. . for expec. 
Storant-sedative and soothing 
action in cough that nevertheles: 
preserves the cough reflex . . . for 
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SIMULTANEOUS IMMUNIZATION 
AGAINST DISEASES: 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


NOW INMUNization possible against more Sewer ; 
. T 


njections 


DOSAGE:1cce. SUPPLIED: 9 ce. vials in clear plastic 
cartons. Package circular and material in vial can 

be examined without damaging carton. Expiration date 
is on vial for checking even if carton is discarded. 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1}, PA. 


TETRAVAX 1S A TRADEMARK OF MERCK & CO., INC. 
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bed time, 

story time, 

Syrup Phenergan Fortis time 
for a sick child. 


Syrup Phenergan Fortis 
calms the restless child, 
controls nausea and vomiting, 
eases itching, 


quiets coughing. 


children 

like the cream-mint flavor 

of Syrup Phenergan Fortis, 
parents 

like the way it’s accepted, 
physicians 

like the comfort it provides— 


and the minimal side-effects. 


SYRUP 
PHENERGAN’ FORTIS 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 


Wijeth 


Philadelphia 1, Pa, 
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for full corticosteroid benefits 


new Gammacorten 


.--@ potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 


this arthritic 
needed 
Gammacorten 


How this arthritic—and others—responded to Gammacorten is shown on the following pages 


With GAMMACORTEN, a full measure of corticosteroid benefit can now be brought to 
patients who have heretofore obtained less than optimal benefit from adrenocorti- 
coid therapy. In practice, the increased activity of GAMMACORTEN means maximal 
mobility for the arthritic; maximal freedom from attack for the asthmatic; rapid and 
complete resolution of lesions for the dermatologic patient. Unwanted adrenocorti- 
coid effects are relatively infrequent with GAMMACORTEN. Should side effects occur, 
they can be usually managed by reducing dosage or by supplemental measures. 


Photographs used with permission of patients. 
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these arthritics needed Gammacorten 


PATIENT W. M., 42, has had rheumatoid 
arthritis since September 1955. Previ- 
ous treatment included prednisone. Con- 
siderable soreness, pain and stiffness, 
particularly in shoulders, hands and 
elbows. Major complaint was pain in the 
hands. There was swelling in the finger 
joints, with ulnar deviation of the hands 
and slight contracture of the elbows. 


BEFORE GAMMACORTEN: Patient J. D., 58, 
had arthritis since 1935. Previous treat- 
ment included prednisone. At time of 
examination, shoulder, arm, and finger 
joints were frozen. J. D. could not but- 
ton his shirt or perform other functions 
without help. He had pain all the time. 
Hands were badly deformed. Unable to 
move arms away from body; shoulders 
appeared frozen. 


2/2698 MK+3 


BEFORE GAMMACORTEN: W. M. cannot flat- 
ten hand on table; finger joints ex- 
tremely swollen; he could not move his 
hands without pain. 


ONE WEEK AFTER GAMMACORTEN: J. D, has 
shown remarkable improvement; was 
able to raise arms to shoulder level with- 
out incurring pain. 


ONE WEEK AFTER GAMMACORTEN: W, M. can 
flatten hand without pain, swelling is 
considerably reduced. Measurement of 
grip shows increased hand strength. 


ONE WEEK AFTER GAMMACORTEN: Fingers, 
although permanently deformed, have 
regained some usefulness; can button 
jacket, extract cigarette and strike match. 
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for full corticosteroid benefits: new Gammacorten 


this arthritic 
needed 
Gammacorten 


perore GAmmacorTEN: M.S. demonstrates 
the position necessary to put on his hat 
(range of motion was so restricted that 
he could not comb his hair). 


AFTER ONE WEEK OF GAMMACORTEN: M. Ss. 
could put on his hat normally, could 
comb hair; function near-normal at end 
of first week of treatment. 


PATIENT M. S., age 81, at time of first visit was in severe pain and very un- 
comfortable. Complained of swelling of wrists, legs, various joints; there 
was pain and stiffness in cervical area and lower spine; pain, swelling and 
limited motion in the fingers; slight ulnar deviation of the hand. He could 
not raise his arms above the level of his shoulders. 

Treatment and Result: After 36 hours of GAMMACORTEN therapy, M. S. had 
“‘complete relief.’’ Joint swelling had decreased, pain was almc_ ° absent, 
range of motion had increased dramatically. At the end of the first week 
Of GAMMACORTEN he was free of discomfort and able to return to his job 
as a porter. 


BEFORE GAMMACORTEN: His fingers were 
extremely painful and were so swollen 
that a size 11 jeweler’s ring would not 
fit over his small finger. 


AFTER ONE WEEK OF GAMMACORTEN: Size 11 
jeweler’s ring passes easily over previ- 
ously swollen joint. At end of first week, 
“puffiness” had virtually disappeared. 


Photographs used with permission of patient. 


BEFORE GAMMACORTEN: Hands were so 
painful, stiff and swollen that M. S. 
could not flatten hand or extend fingers 
on flat surface. 


AFTER ONE WEEK OF GAMMACORTEN: Pain 
completely subsided. M. S. can flatten 
hand, extend fingers and flex in normal 
manner without pain. 
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BEFORE GAMMACORTEN: M. S: could not 
raise arms above shoulder level; even 
the degree of motion shown was ex- 
tremely painful. 


AFTER ONE WEEK OF GAMMACORTEN: Range 
of motion and rotation dramatically in- 
creased; M. S. could move arms without 
pain for the first time in months. 
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How to use Gammacorten 


s 

in arthritis — An initial dosage of 1.5 to 3 mg. per day 
(2 to 4 tablets divided into 3 or 4 doses). This dosage should be 
continued until a satisfactory symptomatic response is obtained — 
usually within 3 or 4 days. After a favorable response has been 
obtained, reduce dosage by 1/3 every 2 to 3 days until either main- 
tenance dosage is established or therapy can be discontinued. 
Satisfactory control can often be maintained with as little as 0.75 
mg. to 1.5 mg. per day. 


in asthma and allergy-m STATUS ASTHMATI- 
cus: Initial daily dosage of GAMMACORTEN is 7.5 to 10 mg. (10 to 13 
tablets divided into 3 or 4 doses). As soon as the acute state is 
controlled, reduce dosage slowly by 1/3 to-1/4 until a satisfactory 
maintenance level is reached or until therapy is discontinued. 


IN CHRONIC BRONCHIAL ASTHMA: Initial dosage is 1.5 to 3 mg. of 
‘GAMMACORTEN per day (2 to 4 tablets divided into 3 or 4 doses). After 
a satisfactory response has been obtained, decrease dosage by 1/3 
every 2 to 3 days until either maintenance lével has been determined 
or therapy can be discontinued. Asthmatics can often be main- 
tained for long periods on as little as 0.75 mg. to 1.5 mg. of 
GAMMACORTEN daily. 


IN INTRACTABLE HAY FEVER: Start with 2 to 3 mg. (3 to 4 tablets 
divided into 3 or 4 doses) of GAMMACORTEN per day. Symptoms 
should be promptly relieved; prolonged maintenance therapy is 
unnecessary for these self-limiting disorders. 


in skin disorders — Start with 2 to 3 mg. (3 to 


4 tablets divided into 3 or 4 doses) of GAMMACORTEN daily. Satisfac- 
tory control is usually obtained at this dosage level. In chronic 
conditions, dosage should be decreased by 1/3 every 2 to 3 days 
until either a satisfactory maintenance level has been achieved or 
therapy can be discontinued. In acute or self-limiting disorders, 
treatment may be discontinued as soon as control has been obtained. 


SUPPLIED: GAMMACORTEN Tablets, 0.75 mg. 2/ 2609 MK-2 


Gammacorten 


(dexamethasone CIBA) 
..-a potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 
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COPYRIGHT 1959 THE COCA-COLA COMPANY “COCA-COLA” IS A REGISTERED TRADE-MARK 


When time is short and the need is great, 
the bright refreshment and quick lift 


in Coca-Cola seem delightfully welcome. 
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ROCHE 


first in the field of amine oxidase inhibitor research 
with the discovery of iproniazid (Marsilid) 


a major breakthrough in the chemotherapy of depression 


now announces a new advanced chemical entity... 


Marplan 


...with two distinct primary effects 


for two important clinical indications 


Angina Pectoris 


in moderately severe to intractable cases 


Depression 


from moderate to deep 
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A new, active amine oxidase regulator 


Marplan 


with two distinct primary effects 


for two important clinical indications 


1. Prophylaxis of pain in angina pectoris 


one of the commonest cardiovascular conditions in medical practice 


2. Relief of moderate and deep depressions 


one of the commonest psychiatric manifestations in medical practice 


What is Marplan? 


Marplan, an analog of Marsilid (iproniazid), is a potent new amine oxidase regu- 
lator. Already evaluated in over 4000 patients, Marplan has demonstrated marked 
beneficial effects in the treatment of two separate and distinct conditions—angina 
pectoris and depressions. Evidence to date indicates that Marplan may also be 
therapeutically valuable in a number of other acute and chronic medical conditions. 
Chemically, Marplan is 1-benzyl-2-(5-methy]-3-isoxazolylearbonyl) hydrazine. 


Marplan for prophylactic management in angina pectoris 


Marplan has proven highly valuable in the management of angina pectoris. 
Marplan reduces the incidence of attacks and diminishes nitroglycerin require- 
ments in 70 per cent of cases.!° Marplan is indicated for symptomatic relief of 
angina pectoris, especially in moderately severe to intractable cases. While 
Marplan frequently abolishes anginal pain, it does not appear to influence the 
EKG. Hence, as with previously available prophylactic agents, it is imperative 
that patients be instructed to maintain the same restrictions of activity in force 
prior to Marplan therapy. 
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Marplan in depression 


Marplan exerts a potent therapeutic action in a variety of psychiatric disorders 
with associated symptoms of depression, withdrawal or regression.?*7 By regu- 
lating amine oxidase levels, Marplan inhibits the breakdown of serotonin, epineph- 
rine, norepinephrine and other biologically active amines which are postulated to 
have a role in the normal function of various brain centers. This sparing action 
on biogenic amines may be one mechanism whereby Marplan elevates mood and 
reverses the depressive symptomatology. Marplan is not a central stimulant of 
the amphetamine type. It is not in any way related to the phenothiazine group 
of drugs nor to other tranquilizer or sedative agents. Marplan is, instead, a meta- 
bolic cellular enzyme regulator which opens a new sector in the field of psychic 
hydrazine therapy. 


The clinical record of Marplan 


Marplan has been under intensive clinical investigation for more than a year. A 
broad clinical research program continues to define the full range of Marplan’s 
applicability. However, already almost 300 research clinicians have evaluated 
Marplan in over 4000 patients.'-? The duration of treatment ranged from less than 
one week to one year. These patients showed an over-all improvement rate of 
approximately 70 per cent. Marked benefits were attained in many severely ill 
patients in the two primary diagnostic categories — angina pectoris and depression. 


Incidence of side reactions 


In one of the largest bodies of clinical material for this new class of drugs, Marplan 
shows one of the lowest recorded incidences of side effects. Particular attention 
was focused on attempts to define as precisely as possible amine oxidase inhibitor 
side effects on a wide range of organs, including liver and bone marrow. Extensive 
clinical studies thus far have revealed no jaundice or liver damage attributable 
to Marplan. Nevertheless, since Marplan is an amine oxidase inhibitor, the same 
precautions should be observed with Marplan therapy as with other amine oxidase 
inhibitors. 


Since Marplan is a potent therapeutic agent affecting many enzyme systems of 
the body, side effects may be expected to occur in a certain percentage of cases. 
Side effects have rarely been severe enough to necessitate discontinuance of 
Marplan therapy. However, as with all agents of this type, the patient should be 
observed for signs of orthostatic hypotension, complaints of dizziness and vertigo, 
constipation, overactivity, jitteriness, insomnia, peripheral edema, weakness, 
fatigue, dryness of the mouth, blurred vision and skin rashes. 
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Dosage: As with other potent drugs, for maximum therapeutic effect, the dosage 
of Marplan must be adjusted for the individual patient. Since Marplan has a 
cumulative effect, dosage should be reduced as soon as clinical improvement is 
observed. Many patients may respond to Marplan within a week or less. On the 
other hand, since Marplan acts indirectly (by affecting enzyme metabolism), a 
beneficial effect may not be seen in some patients for as long as three to four weeks. 


Dosage Schedule (in angina pectoris, depression, etc.): The usual starting dose is 
30 mg daily to be given in single or divided doses. The patient should be observed 
carefully and individual dosage adjustment made according to response. Many 
patients will respond quickly to the initial dose of 30 mg daily, and the dosage 
should then be reduced to 10 or 20 mg daily (or less) for maintenance therapy. In 
some patients beneficial effects may not be observed for three or four weeks. 


Since daily doses larger than 30 mg may cause an increase in side effects such as 
hypotension and constipation (see section on side reactions), it is not recommended 


that higher dosages be employed. 


Caution: All patients treated with hydrazine derivatives should be kept under 
close medical supervision. Use of this class of agent should be discontinued at the 
first sign of jaundice or impaired liver function. Periodic liver function tests are 
advised during hydrazine therapy. These drugs are contraindicated in patients 
with a history of previous liver disease or impaired liver function. In patients with 
impaired kidney function, Marplan should be used cautiously to prevent accumu- 
lation and should not be used in epileptic patients. Patients receiving a hydrazine 
in conjunction with drugs such as alcohol, ether, barbiturates, meperidine, cocaine, 
procaine and phenylephrine should be more closely supervised. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


References: 1. Clinical reports on file, Roche Laboratories. 2. W. Hollander and R. W. Wilkins in J. H. 
Moyer, Ed., Hypertension, W. B. Saunders Co., Philadelphia, 1959, p. 399. 3. R. W. Oblath, paper read 
at American Therapeutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 4. I. Kimbell, 
paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual Research Conference, 
Memphis, Tenn., May 20-22, 1959. 5. H. F Darling, W. Kruse, G. F Hess and M. G. Heermann, Dis. 
Nerv. System, in press. 6. L. Alexander and S. R. Lipsett, paper read at Eastern Psychiatric Research 
Association Meeting, New York, June 9, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York 
Acad. Sc., in press. 8. Reports on file in Department of Pharmacology, Roche Laboratories. 9. L. O. 
Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 10. O. Resnick, Ann. 
New York Acad. Sc., in press. 11. G. Zbinden and A. Studer, Ann. New York Acad. Sc., in press. 12. W. 
B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 13. S. L. Cole, paper read at Amer- 
ican Therapeutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 14. R. J. Floody, 
R. E. Dixon and V. D. Mattia, Jr., Dis. Nerv. System, 19:541, 1958. 15. L. O. Randall and R. E. Bagdon, 
Dis. Nerv. System, 19:539, 1958. 


MARSILID® — brand of iproniazid ROCHE® 


MARPLAN™™: — hydrazine 


[ROCHE 


Division of Hoffmann-La Roche Inc + Nutley 10+ N. J. 
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keeping appetite 
in check 
around the clock 


phenmetrazine 


prolonged-action 
tablets 


T.M. 


New long-acting PRELUDIN ENDURETS 
offer you a new method...a more 
convenient method...of administering 
this well-established, reliable 
appetite-suppressant. The new ENDURETS 
form virtually eliminates the vexing 
problem of the forgotten dose because... 
just one PRELUDIN ENDURET taken 
in the morning generally curbs the appetite 
throughout the day. 
PRELUDIN ENDURETS afford greater 
convenience for your patient... 
added assurance to you that medication 
is being taken as prescribed. 


PRELUDIN® (brand of phenmetrazine hydrochloride) 
Each ENDURETS prolonged-action tablet 
contains 75 mg. of active principle. 
PRELUDIN is also available as scored, square pink 
tablets of 25 mg. for 2 to 3 times daily administration. 
Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS IS A GEIGY TRADEMARK. 


GEIGY 


ARDSLEY, NEW YORK 
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FOR YOUR ASTHMATICS 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


PREMICRONIZED FOR 
OPTIMAL EFFICACY 


Available with 
either epinephrine 
or isoproterenol 


Medihaler-EPI° 


Epinephrine bitartrate, 7.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 
contains 0.15 mg. epinephrine. 


Medihaler-ISO° 


Isoproterenol sulfate, 2.0 mg. per cc., 
suspended in inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured 


dose contains 0.06 mg. isoproterenol. Riker : 
SUITABLE FOR CHILDREN, TOO, ‘Cetorme 
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International Health Developments . . 
Officials Criticize Age Discrimination . . 
Officials of Aging Conference . . 
Testimony on Insurance Bill . . 


HEW Release Policies . . 


INTERNATIONAL HEALTH LEGISLATION 


Congress was asked to make sure that the oe 
posed international medical research program deals 
strictly with research efforts and not with medical 
services. 

A pharmaceutical industry official told a House 
commerce subcommittee that “the implementation 
of a research effort must be . . . kept administrative- 
ly and otherwise entirely separate from anything in 
the nature of a point four [economic assistance] 
program, however worthy.” The witness was Francis 
Boyer, chairman of the board of Smith Kline & 
French Laboratories. 

The subcommittee, headed by Rep. Kenneth Rob- 
erts (D., Ala.), is considering a Senate-passed bill 
that would set up a new National Institutes of 
Health for international medical research activities 
that would be financed by a 50-million-dollar annual 
authorization. 

Boyer also recommended that foreign nations put 
up matching funds “to lessen any tendency . . . on 
the one hand to feel that they might as well get on 
board Uncle Sam’s gravy train; or at the other ex- 
treme actually to resent what they might call Ameri- 
can control of their research with a real and fancied 
dislocation of their academic salary structure.” 

Precautions should be taken that United States 
funds are not used to subsidize the product develop- 
ment of foreign commercial houses, and “grants or 
contracts under the bill should be confined to aca- 
demic and other nonprofit centers and individuals,” 
said Mr. Boyer. 

The program should proceed slowly and on a 
small scale at first, he said, partly because of the 
desirability of balancing the budget and partly be- 
cause of “some apprehensions as to our supply of 
medical manpower. 

The American Medical Association supports the 
legislation and has also said the emphasis should 
be on research, not services, as the measure states. 

In another development President Eisenhower 
expressed some misgivings about another interna- 
tional program with aio: oe implications—the so- 
called great white fleet plan to send reserve Navy 
hos ital and other ships abroad to aid nations hit by 
epidemics and other disasters. The chief executive 
said he is “always suspicious of helpful plans” that 
originate solely with the donating nation. Under the 
foreign aid a ay he noted, countries needin 
and desiring help draw up their own plans an 
sears as to vi the United States might assist 
them. 


Meanwhile, the foreign aid authorization bill 
signed by the President contained a provision au- 
thorizing at the chief executive's discretion the 
spending of 2 million dollars for research into pos- 
sibilities of eradication of diseases. 

And a Senate government operations subcommit- 
tee issued a report, “Cancer: A Worldwide Menace,” 
that stated, in part, “The evidence is clear that 
cancer is a world problem, best solved by research 
on a world basis.” 


AGE DISCRIMINATION IN EMPLOYMENT 
CRITICIZED 


Federal officials told Congress that mandatory re- 
tirement ages and age discrimination in employ- 
ment are two major problems that need to be solved 
to help elderly persons lead more useful lives. 

Testifying before the special Senate subcommit- 
tee studying problems of the aged, witnesses from 
the Labor Department and the Civil Service Com- 
mission said that arbitrary industry standards on 
employees’ ages add to the problems of the elderly. 

O. Glenn Stahl, director of the Civil Service Com- 
mission’s Bureau of Programs and Standards, said 
the government is setting an example for private 
industry by employing workers “without regard to 
age.” He said that persons over 70 years of age often 
continue to work for the government, if they wish. 
There is no mandatory retirement age in govern- 
ment, he pointed out, adding that private industry 
might wa follow suit. 

Newell Brown, Assistant Secretary of Labor, said 
that one of the department's chief goals is to pro- 
mote public understanding of the fact that there is 
no fixed age at which a person becomes too old to 
work and that each worker should be considered for 
employment on the basis of his individual qualifica- 
tions as these measure up to the basic requirements 
of the job. 

The general objective of the department's older 
worker program, he said, “is to help make it possible 
for older persons who desire and are able to work 
to continue their productive lives through suitable 
gainful employment.” 

Another witness before the subcommittee, Sen. 
Jacob K. Javits (R., N. Y.), said that discrimination 
against older workers “deprives the nation of a most 
important resource of experienced, often highly 
skilled employees, adds materially to the number of 
persons requiring public assistance, and deprives 
mature citizens of the dignity and status of self- 
support and continued participation in constructive 
economic activity.” 

Sen. Pat McNamara (D., Mich.), subcommittee 
chairman, remarked that “this barrier of age dis- 
crimination” is one of the chief issues before the 
subcommittee. He asked the witnesses whether the 
employment of older persons would reduce job 


(Continued on next page) 
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sublingual 
tablets for 
angina pectoris 


“Nitroglycerin and erythro! tetranitrate when admin- 
istered sublingually are among the most effective of all 
prophylactic agents available for the treatment of 
patients with angina pectoris. The comparatively 
prolonged duration of action of erythrol tetranitrate 
makes it especially valuable for clinical use.” 


Riseman, J. E. F., et al.: Circulation 17:22, 1958 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N. Y. 


J.A.M.A., Aug. 8, 1959 


opportunities for younger persons. They said that 
should be jobs for all expand- 
ing economy. 

The subcommittee plans to hold hearings in at 
least six cities during the fall to hear local officials 
and representatives of interested organizations 
testify on problems in their areas. 


CHAIRMEN NAMED FOR AGING 
CONFERENCE COMMITTEES 


The chairmen of the 20 planning committees for 
the 1961 White House Conference on the Aging 
were appointed by Robert W. Kean, chairman of 
the advisory committee to the conference. The chair- 
men, all members of the 130-member advisory 
committee, met for an all-day session in Washington 
on July 30 to speed preparations for the conference. 

“The planning committees have been established 
to cover the areas of major interests to the nation’s 
increasing older population,” said Kean. 

Those named on tee included Dr. Leonard W. 

Larson, Chairman of the American Medical Associa- 
tion’s Board of Trustees, committee on health and 
medical care; Dr. Howard A. Rusk, Bellevue Medi- 
cal Center, committee on rehabilitation; Dr. Ewald 
W. Bussey, Durham, N. C., committee on research 
in gerontology; Charles I. Schottland, former social 
security commissioner, committee on income main- 
tenance and implications of inflation and other 
economic factors; the very Rev. Msgr. Raymond J. 
Gallagher, rabbi Marc H. Tannenbaum, and the 
Rev. William J. Villaume, co-chairmen, committee 
on religion; John B. Martin Jr., committee on popu- 
lation trends and social and economic implications; 
G. Warfield Hobbs, committee on impact of inflation 
on retired citizens; Dwight S. Sargent, committee on 
employment security and retirement; Joseph P. 
Fe olden committee on social service; Walter C. 
Nelson, committee on housing; George E. Davis, 
committee on education; Wilma one: commit- 
tee on role and training of professional personnel; 
Margaret A. Ireland, committee on family life, 
family relationships, and friends; Joseph Prender- 
gast, committee on free time, recreation, voluntary 
services, and citizenship participation; Hardin B. 
ones, committee on research in gerontology 
(biological); John E. Anderson, committee on re- 
search in gerontology (social science); Robert 
MacRae, committee on local community organiza- 
tion; Brevard Crihfield, committee on state organiza- 
tion; Viola Hymes, committee on national voluntary 
services and service organizations; and Harry G. 
Haskell Jr., committee on federal organizations and 
programs. 


BLUE CROSS, BLUE SHIELD SUPPORT 
HEALTH INSURANCE BILL 


Spokesman for the Blue Cross Association and 
Blue Shield Medical Care Plans asked Congress to 
approve a “long overdue” program of voluntary 
health insurance for civilian federal workers. 

Testifying before the House Post Office and Civil 
Service Committee they endorsed, with minor 
changes, the legislation that cleared the Senate 
earlier this session. 

“The nation’s largest employer should aid its em- 
ployees in securing needed health services,” de- 
clared J. Douglas Colman, vice-president and secre- 
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tary of Blue Cross. “The United States is the onl 
large industrial nation in which personal health 
services are not a major governmental responsi- 
bility,” he said, noting that “contributions to the 
cost of health service benefits is increasingly a 
standard part of the benefits offered by private em- 
ployers with whom the federal government com- 
petes for competent personnel.” 

Dr. Donald Stubbs, chairman of the board of the 
national association of Blue Shield medical care 
plans, said health insurance “has become a condi- 
tion of employment for a large segment of the 

opulation and in this respect the government has 
allen behind the times by not helping to provide 
for the better health care of its employees.” 

Both officials recommended clarifying a section of 
the measure that authorizes the Civil Service Com- 
mission to approve, among other plans, “one 
governmentwide service benefit plan. . . .” Colman 
said that this might be interpreted as a requirement 
“to negotiate service contracts with physicians and 
hospitals in every city throughout the world where 
even one federal employee is located.” 

The American Medical Association, which also 
supports the bill, raised a similar objection to this 
provision. 

The measure calls for the government to pay half 
the cost of the insurance, and gives the Civil Service 
Commission wide flexibility in establishing terms for 
the insurance. It would cost the government about 
150 million dollars a year. 


FLEMMING DEFENDS RELEASE POLICY 


Arthur S. Flemming, Secretary of Health, Educa- 
tion, and Welfare, discounted a published charge 
that the department is misrepresenting government 
medical research achievements. 

He said announcements should be made first in 
scientific journals, although in some important cases 
the department “has the responsibility” of simul- 
taneously transmitting the information to the lay 
public. 

Flemming conceded that in one case the first 
sentence of a press release was “inadequate, in that 
it failed to indicate the extensive research, by both 
National Institutes of Health scientists and others, 
which, starting more than a decade ago, led to the 
results described in the release.” 

The first sentence of the release said, “Scientists 
at the National Institute of Mental Health have 
discovered the answers to one form of severe mental 
illness.” The illness was phenylpyruvic oligophrenia. 

Another disputed release started “Surgeon General 
Leroy E. Burney . . . announced today that a ‘happy 
accident’ of medical research has led to the dis- 
covery of a powerful new drug for treatment of 

Flemming said the release did not claim credit 

for NIH, and provided “full identification of the 
scientists, both in and out of government, and 
mentioned the institutions with which they were 
associated.” 
_ Asked at a news conference whether there might 
be any “political purpose” in the timing of news 
releases, often months after publication in scientific 
papers, Mr. Flemming said this was “certainly” not 
true. He said that he releases statements only when 
branches of HEW recommend that he do so. 


‘CARDILA 
sublingual 
tablets for 
angina pectoris 


Sublingual administration obviates inactivation of ni- 
trites in gastrointestinal tract. 


Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 


‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 mg., scored, 


BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
Tuckahoe, N. Y. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 
1962 Annual Meeting, Chicago, June. 


AMERICAN 
1959 
August 


AMERICAN ASSOCIATION OF ELECTROMYCOGRAPHY AND ELECTRODIAGNOSIS, 
Mayo Clinic, Rochester, Minn., Aug. 29-30. Dr, Edward Lambert, Mayo 
Clinic, Rochester, Minn., Program Chairman. 

Concress Or PuysicaL Mepicine AND Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. A sti 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 

AmeEnican Dietetic Association, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

American Hospitrat Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VeTERINARY MepicaL Association, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

Bro.ocicaL Association, Inc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P. O., New York 17, Executive Secretary. 

NATIONAL Mepicar, Association, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

Nevapa State Mepicar Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

Norruwest Procro.ocic Socrery, Timberline Lodge, Mount Hood, Ore. 

Aug. 26-29. Dr. John L. McKay, 645 Medical Dental Bldg., Seattle 1. 
Secretary-Treasurer. 

Rocky Mountars Raprovocica. Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

SOUTHEASTERN OKLAHOMA SymMpostuM, McAlester Clinic, Mc- 
Alester, Aug. 8-9. Mr. Charles A. Miller, McAlester Clinic, McAlester, 
Okla., Business Manager. 

West Vicia State Mepicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


+ September 


AMERICAN AssocIATION OF MepicaL Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, The 
Homestead, Hot Springs, Va., Sept. 10-12, Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T, Fitts Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

Amenican CoLLecre or GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y. 
Executive Director. 

AMERICAN COLLEGE OF SURGEONS, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

Amenican or Suncreons, Omo Cuapter, Statler Hotel, Cleve- 
land, Sept. 11-12, Dr. Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AMERICAN RoENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Society oF Patrno.ocists, The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wems, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 

Centra Association OF OBSTETRICIANS AND GyNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S, Michigan 
Ave., Chicago 3, Secretary. 

or AMERICAN The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

Corornapo State Mepican Society, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chattanooga, 
Sept. 28-29. Dr. William G. Stephenson, Medical Arts Bldg., Chatta- 
nooga, Tenn., Regent. 

Kenrocky State Mepicat Association, Columbia Auditorium, Louisville, 
Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louisville 17, 
Ky., Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

MepicaL Procress AsseMBiy, Tutwiler Hotel, Birmingham, Ala., Sept. 
18-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 


J.A.M.A., Aug. 8, 1959 


MicuwiGAN State Mepicar Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ContiInENT Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

Mississippt VALLEY Mepicat Society, Hotel Chase, St. Louis, Sept. 29- 

. 1. Dr. Harold Swanberg, 209-224 W. C. U. Bldg., Quincy, IIlL., 
Secretary. 

MeEpIcAL AssociaTION, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION ConGRESS, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NortH AMERICAN FEDERATION, INTERNATIONAL CoLLEGE oF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Onto Socnry or ANESTHESIOLOGISTS, Dayton Biltmore Hotel, Dayton, Sept. 
18-19. Dr. Nicholas G. DePiero, 9710 Garfield Blvd., Garfield Hts. 
25, Ohio, Secretary. 

Srate Mepicar Society, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY MEDICAL AssEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

Unrrep SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary, 

Uran Strate MEpIcAL Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr, Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WASHINGTON STATE MEDICAL AssociaTIONn, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Western NevurosurncicaL Society, La Valencia Hotel, La Jolla, Calif., 
Sept. 27-30. Dr. Ernest W. Mack, 505 S. Arlington Ave., Reno, Nev., 
Secretary. 

Worvp MepicaL Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY OF PsycHOsOMATIC MEDICINE, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY OF Pepiatnics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, II, 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL AssisTANTS, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL Recorp Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE oF CaARnp1I0OLoGy, Benjamin Franklin Hotel, Philadel- 
phia, Oct. 23-25. Dr. Philip Reichert, Empire State Bldg., New York 1, 
Executive Director. 

AMERICAN COLLEGE OF CHEst Puysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E, Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

AMERICAN HEART ASSOCIATION, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

AMERICAN MepicaL Waiters’ AssocratTion, Chase Hotel, St. Louis, Oct. 

2-8. Dr. Harold Swanberg, 510 Maine St., Quincy, IIL, 

AMERICAN OTORHINOLOGIC SOCIETY FOR Prastic Suncery, Inc., Conrad 
Hilton Hotel, Chicago, Oct. il. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., S 

AMERICAN PsycHIATRIC Asnociatwn, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN Pusiic HEALTH AssociaTION, Convention Hall, Atlantic City, 
N, J., Oct. 19-28. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHooL HEALTH Association, Claridge Hotel, Atlantic City, 
N, J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SocrETY OF ANESTHESIOLOGISTS, Inc., Americana Hotel, Bal 
Harbour, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN Sociery OF Prastic Suncery, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, 

AMERICAN SocreTy oF PLasTIC AND RECONSTRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E, South Temple, Salt Lake City, General Secretary. 

AMERICAN Society oF TrRopicAL MEDICINE AND HyGIEnE, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

AssocIATION OF CxINICAL Scientists, Sheraton-Park Hotel, Washington, 
D. C., Oct. 10. Dr, Robert P. MacFate, 323 Northwood Rd., Riverside, 
Til., Secretary-Treasurer. 


(Continued on page 38) 
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of nervous, tense patients 
recovered or improved 


For your patients, Miltown promptly checks emotional and 
muscular tension, Thus, you will make it easier for them to 
lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient’s mental efficiency, motor 
control, normal behavior or autonomic balance. 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


Wy WALLACE LABORATORIES, New Brunswick, N. J. 
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Fostex’ 


treats their acne while they wash 
... AND THIS IS HOW IT WORKS 


degreases the skin 


dries and peels the skin 


Patients wash acne skin with Fostex instead of using 
soap. Fostex washes off excess oil. It unblocks 
pores by penetrating and softening blackheads. It 
dries and peels the skin, removing papule coverings, 
thus permitting drainage of sebaceous glands, 
Fostex contains Sebulytic®,* a combination of sur- 
face-active wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial actions ... 
‘enhanced by sulfur 2%, salicylic acid 2%, hexa- 
chlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate 
and sodium dioctyl sulfosuccinate. 


FOSTEX CREAM = FOSTEX CAKE 
. 4.5 oz. jars bar form 
Write for samples 


WESTWOOD PHARMACEUTICALS 


Buffalo 13, New York 
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ASSOCIATION OF Lire INSURANCE MEDICAL Dmectors or AMERICA, Hotel 
Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, Pruden- 
tial Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

ASSOCIATION OF MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey Ave., 
Omaha 5, Corresponding Secretary. 

CentraL Association, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

CurmicaL Society, Memphis, Oct. Dr. Charles H. Frantz, 
1810 Wealthy St., S.E., Grand Rapids 6, Mich., Secretary-Treasurer. 

Concress or Surceons, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S$. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

Detawanre, Mepica Society or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

INDIANA STATE MeEpIcAL AssociATION, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waazgener, 1021 Hume M Bldg., Indianapolis 4, 
Executive Secretary. 

NATIONAL REHABILITATION ASSOCIATION, Statler-Hilton Hotel, Boston, 
Oct. 26-28. Mr. Edward D. Callahan, 14 Court Square, Boston 8, Con- 
ference Chairman. 

New Mepicat Society, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

Paciric Coast Osstetricat & GYNECOLOGICAL Socrety, St. Francis Hotel, 
San Francisco, Oct. 21-24. Dr. Donald W. de Carle, 2000 Van Ness 
Ave., San Francisco, Chairman. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

SouTHERN PsyYcHIATRIC AssocIATION, Sheraton-Dallas Hotel, Dallas, Texas, 
Oct. 4-6. Dr. Richard C. Proctor, Dept. of Psychiatry, Bowman Gray 
School of Medicine, Winston-Salem, N. C., Secretary-Treasurer. 

VERMONT STATE MEDICAL Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

Vircmia, Mepicar Socrety or, Equinox House, Roanoke, Oct. 4-5. Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

WEsTERN INDUSTRIAL MEDICAL AssocIATION, INCc., Statler Hotel, Los 
Angeles, Oct. 2-8. Dr. A. C. Remingt 9851 Sepulveda Bivd., Los 
Angeles 45, Secretary. 

Western Ontuopepic AssociATIon, Brown Palace Hotel, Denver, Oct. 
18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif., Executive 
Secretary. 


November 


AMERICAN ASSOCIATION OF BLOop Banxs, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASssocIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bidg., Nashville, Tenn., Secretary. 

AMERICAN CoLLEGE or CuHest Puysicrans, Dallas, Texas, Nov. 29-30. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive 
Secretary. 

AMERICAN FRACTURE AssocIATION, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, IIl., 
Executive Secretary. 

AMERICAN MepicaL WoMEN’s AssociaTIon, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Mepicat CoLLeces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIl., 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D. C., Executive Secretary. 

CENTRAL Society ror Researcn, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLOGY, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
Schoo] of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or MEpIcAt Society or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY ResEARCH Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

Geronto.ocicaL Society, Inc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mip-ATLANTIC MEETING OF THE 
U. S. Section, Homestead Hotel, Hot Springs, Va., Nov. 16-18. For in- 
formation, write Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va. 

IntER-Socrety Cytotocy Councix, Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretary-Treasurer. 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

MICHIGAN ACADEMY oF GENERAL Practice, 131TH ANNUAL FALL Post- 
GRADUATE C.uinic, Sheraton-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 
F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 

NaTIONAL ProctToLocic Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

NaTIONAL Socrety For CripPLED CHILDREN AND ApuLTS, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 


(Continued on page 40) 
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WHEN WEIGHT-BEARING BEGINS, 
SO DOES OUR RESPONSIBILITY. 


Trust baby feet to Stride Rite quality 
and skill . . . to firm counters and broad 
heel seats, snuj-fitting heels, flexible 
soles. And, to our years of specializa- 
tion in making children’s shoes only. 


Those first walking shoes may well be 
the most important pair a child will 
ever wear. You can recommend the 
Stride Rite Firstie with confidence... 
as 80 Many, many members of your 
profession do. 


DOCTOR: 

If you are not already familiar 
with Stride Rites, and the 
Stride Rite Shoe with Extra 
Support, write for information 
to: Green Shoe Mfg. Co., 960 
Harrison Ave., Boston, Mass. 
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for 
hay fever 
sufferers 
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Novahistine works better 
than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 
Bottles of 50 and 250 green, film-coated tablets. 


PITMAN-MOORE COMPANY Division of Allied ies, inc., 


* Trademark 


LONG- 
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Omana Mip-West Society, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicat Association, Santurce, Nov. 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 

Rapro.ocicay Socrety or Nortn America, INc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S. Childs, 713 E, Genesee St., Syracuse 2, 
N. Y., Secretary-Treasurer, 

Society ror THE ScieNTIFIC Stupy oF SEX, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SouTHerN Mepicar Association, Atlanta, Nov, 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

SouTHWESTERN MeEpicaL Association, Roswell, N. M., Nov. 5-7. Dr. 
Russell L. Deter, 1501 Arizona St., El Paso, Texas, Secretary. 

WeEstTeERN SuRGICAL AssociaTION, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 

December 


Association FOR ReseARCH IN NeRvous AND MENTAL INC., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Masselink, 
700 W. 168th St., New York 32, Secretary-Treasurer. 

Finst ANNUAL GrapuatTe MepicaL Epucation CONFERENCE-RESIDENCY 
TRAINING PROGKAM, Univ. of Pennsylvania, Philadelphia, Dec. 3-4. 
Dr. Alfred S. Frobese, Graduate School of Medicine, U. of Pennsylvania, 
Philadelphia 3, Chairman. 

Mepicat or tHe Unrrep States & Mexico, Vailey Ho Hotel, 
Scottsdale, Ariz., Dec. 2-4 (followed by two-day session Desert Inn, 
Las Vegas, Nev.). Dr. A. H, Tallakson, 2025 N. Central Ave., Phoenix, 
Ariz., Convention Co-Chairman. 

New York Heart Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 

New York State Sociery or ANESTHESIOLOGISTS, INC., Postgraduate 

Assembly in Anesthesiology, Hotel New Yorker, New York €ity, Dec. 

9-12. Dr. Edwin J. DePolo, 131 W. 11th St., New York 11, Secretary. 


1960 
January 


AmenicAN ACADEMY oF AtLeRrGcy, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY OF OrtTHOPAEDIC SURGEONS, The Palmer House, 
Chicago, Jan, 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

AMERICAN COLLEGE OF SURGEONS, Sectional Meeting, the Brown Hotel, 
Louisville, Ky., Jan. 21-23. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. ‘ 

Nortawestr Society ror Researcn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 

Western Association or Pnysici1ans, Carmel, Calif., Jan. 27-29. Dr. 

Wade Volwiler, Dept. of Med., U. of Washington, Seattle 5, Secretary. 


February 


AmenicaAN ACADEMY or OccuPpATIONAL Mepicine, Williamsburg Inn., 
Williamsburg, Va., Feb. 10-12, Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D, C., Secretary. 

American CoLLEGE or ALLERGISTS, Inc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand- Tower, 
Minneapolis 2, Executive Vice-President. 

AMERICAN CoLLeGE or RapioLocy, Roosevelt Hotel, New Orleans, Feb. 
3-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN COLLEGE OF SURGEONS, Sectional Meeting for Surgeons and 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information, write: 
Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN Ornrnopsycuiatric Association, Inc., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F, Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

Mepicat Association, Ambassador Hotel, Los Angeles, Feb. 
21-24, Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

CenTRAL SurGicAt Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

NATIONAL AssocIATION OF MetTuopist HosprraLs AND Homes, Deshler 
Hilton Hotel, Columbus, Ohio, Feb. 16-18, Mr. Olin E. Oeschger, 740 
Rush St., Chicago 11, General Secretary. 

Society oF UNtversiry SuRGEONS, Minneapolis, Feb, 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 

SymMposruM ON FUNDAMENTAL CANCER ResEARcH (14th), University of 
Texas, Houston, Feb, 25-27. For information write: University of Texas 
M. D. Anderson Hospital & Tumor Institute, Houston 25, Texas. 


March 


AMERICAN BroncHo-EsopHAGOLOGICAL AssOcIATION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN ACADEMY OF Forensic ScieNcEs, Drake Hotel, Chicago, 
Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary- 
Treasurer. 

AMERICAN ACADEMY OF GENERAL Practice, Philadelphia, Mar. 19-24. 
Mr. Mac’F., Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN ASSOCIATION FoR THE History OF Mzoicine, INc., Charleston, 
S. C., Mar. 24-26. John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D. C., Secretary. 


(Continued on page 42) 
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AmeRican CoLLece or Suacrons, Sectional Meeting, The Broadmoor, 
Colorado Springs, Colo., Mar, 21-23. For information write: Dr. H. P. 
Saunders, 40 E, Erie St., Chicago 11. 

Amenican ov Sunceons, Sectional Meeting, Sheraton-Portland 
Hotel, Portland, Ore., Mar. 28-30, For information write: Dr. H. P. 
Saunders, 40 E. Erie St., Chicago 11. 

Amenican Gastroscopic Society, Roosevelt Hotel, New Orleans, Mar. 30. 
Dr. Arthur M. Olsen, Mayo Clinic, Rochester, Minn., Secretary-Treasurer. 

AmeniciN LARYNGOLOGICAL AssociaTION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SoctETyY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

Amenican Society, Deauville Hotel, Miami Beach, Fla., 
Mar. 13-14, Dr. Lawrence R, Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AmeEnican Society ror PLAastic Suncery, INc., Deauville 
Hotel, Miami Beach, Fla., Mar. 6-13, Dr. Joseph G. Gilbert, 75 Barberry 
Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHosomatic Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar, 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

Amenican Repiom Society, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar. 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 

Missouns Stare Mepican Association, Sheraton-Jefferson Hotel, St. 
Louis, Mar. 13-16. Mr. T. R. O'Brien, 634 N. Grand Blvd., St. Louis 3, 
Executive Secretary. 

Nationa Heautru Councit, Natrionan Forum, Miami, Fla., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NaTIONAL Scienosis Society, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

Nevunosuncican Sociuery or America, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

SouTHEASTERN Suncicat Concnress, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Blidg., Atlanta 3, Ga., Executive 
Secretary. 

Sournwestean Suncicar Concness, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O'Leary, 1213 Medical Arts Bldg., Oklahoma City, 
Okla., Executive Secretary. 


April 


ALABAMA, Mepicat Assoctiarion or THE State or, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., 
Montgomery 4, Executive Secretary. 

Amenican Acapemy or Nrevrno.vocy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN AssocIATION oF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. ‘Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN AssocIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BAcCTERIOLOGISTS, Hotel 
Peabody, Memphis, Temn., Apr. 28-30, Dr. Russell L. Holman, Dept. 
of Pathology, L. 8. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN ASSOCIATION oF Sunceons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

Amenican CoLLece or Opssternicians AND Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

American or Puysicians, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

Amenican CoLLece or Sectional Meeting, Hotel Leamington, 
Minneapolis, Apr. 11-13. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

AmenicaAN CoLLece or Sunceons, Sectional Meeting, Kahler Hotel, 
Rochester, Minn., Apr. 14. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

Amenican DeaMAToLocicaL Association, INc., Boca Raton Hotel, Boca 
Raton, Fla., Apr. 8-12, Dr, Wiley M. Sams, 308 Ingraham Bldg., Miami 
32, Fla., Secretary. 

AMERICAN GASTROENTEROLOGICAL AssociaTION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Wade Volwiler, Dept. of Med., Univ. of Wash- 
ington, Seattle, Secretary. 

AMERICAN PuystoLoGcicaL Society, Chicago, Apr. 11-15. Ray G. Daggs, 
D.Sc., 9650 Wisconsin Ave., Washington 14, D. C., Executive Secretary. 

ProcTro.ocic Socitery, Shamrock Hilton Hotel, Houston, Texas, 
Apr. 25-27. Dr. Norman D. Nigro, 10 Peterboro, Detroit 1, Secretary. 

Amenican Pustic Hearts Association, Southern Branch, Memphis, 
Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society or Cuemusts, Inc., Chicago, Apr. 11-16. 
Dr. Frank W. Putnam, Dept. of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

Amenican Society or INTERNAL Mepicine, Mark Hopkins Hotel, San 
Francisco, Apr, 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco 
8, Executive Director. 

AMERICAN Society For PHARMACOLOGY AND EXPERIMENTAL THERA- 
pevutics, Inc., Chicago, April. Dr. Karl H, Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN Society vor THE Srupy or Srernmiry, Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3. Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 


J.A.M-A., Aug. 8, 1959 


AMERICAN SURGICAL ASSOCIATION, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. ti General Hospital, 
Cincinnati 29, Secretary. 

ArKANsAS Mepicat Soczety, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary. 

Fronma Mepicar Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Harvey Cusninc Society, Fairmont Hotel, San Francisco, Apr. 18-17. 
Dr. Edmond J. Morrisey, 450 Sutter St., San Francisco, Chairman. 

Hawau Mepicat Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

InpustRiAL Mepican Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

Iowa Strate Mepicat Society, Savery Hotel, Des Moines, Apr. 24-27. 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar, Baltimore, Apr. 20-22. Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Nepraska State Mepicat Association, Hotel Cornhusker, Lincoln, 
April 25-28. Mr. M. C. Smith, 1315 Sharp Building, Lincoln 8, Neb., 
Executive Secretary. 

Nortn Dakota Stare MeEpicAL Association, Dacotah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

TENNESSEE STATE MeEpIcaAL Association, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 


May 


AEROSPACE MepicaL Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Brown 
Palace Hotel, Denver, May 12-14. D. C. Spriestersbach, Ph.D., Uni- 
versity Hospitals, Iowa City, Iowa, Secretary-Treasurer. 

AMERICAN AssociATION OF GeENITO-URINARY SURGEONS, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr. William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericrency, Lord Baltimore Hotel, 
Baltimore, May 16-21. Mr. Neil A. Dayton, P. O. Box 51, Mansfield 
Depot, Conn., Executive Secretary-Treasurer. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Deauville Hotel, Miami 
Beach, Fla., May 11-13. Miss Ada Hanvey, 7730 Carondelet Ave., 
St. Louis 5, Administrative Assistant. 

AMERICAN CoLLEGE oF CaRrpIOLOGy, Indianapolis, May. Dr. Philip 
Reichert, 2709 Empire State Bldg., New York 1, Executive Director. 

AMERICAN FEDERATION FOR Gastar Researcu, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 

AMERICAN GYNECOLOGICAL SOCIETY, Williamsburg Inn, Williamsburg, Va., 
May 30-June 1. Dr. Andrew A. Marchetti, Georgetown Univ. Hosp., 
Washington 7, D. C., Secretary. 

AMERICAN OPpHTHALMOLOGICAL Society, The Broadmoor, Colorado 
Springs, Colo., May 16-18. Dr. Maynard C. Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN Pepiatric Socrery, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN AssociaTION, INc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN Socrety FoR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN SocirETY OF MAXILLOFACIAL SuRGEONS, Ambassador Hotel, 
Los Angeles, May 15-18. Dr. Edward C. Hinds, 1508 Medical Towers, 
Houston 25, Texas, Secretary. 

Amenican Trupeavu Society, Statler and Biltmore Hotels, Los Angeles, 
May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN UroLocicaL Association, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

AssociATION OF AMERICAN PuysiciAns, Haddon Hall, Atlantic City, N. J., 
May 3-4. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Groncia, MEDICAL AssociATION OF, Columbus, May 1-4. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Ga., Executive Secretary. 

Inuinots STATE MepicaL Society, Hotel Sherman, Chicago, May 24-27. 
Dr. Harold M. Camp, Monmouth, IIl., Secretary. 

Louisiana State Mepicat Capitol House, Baton Rouge, May 
2-4. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer. 

MAssAcuusETTs Mepicat Society, Statler-Hilton Hotel, Boston, May 17- 
19. Mr. Everett R. Spencer Jr., 22 The Fenway, Boston 15, Director of 
Public Relations and Administration. 

Mevicat Lisprary Association, Inc., Muehlebach Hotel, Kansas City, 
Mo., May 16-20. Miss Nettie A. Mehne, Upjohn Company Library, 
301 Henrietta St., Kalamazoo, Mich., Secretary. 

MINNESOTA STATE MEDICAL AssociaTIoN, Kahler Hotel, Rochester, May 
23-25. Mr. Harold W. Brunn, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Executive Secretary. 

Mississipp1 STATE MEDICAL Association, Hotel Heidelberg, Jackson, May 
10-12. Mr. Rowland B, Kennedy, P. O. Box 4606, Fondren Station, 
Jackson, Miss., Executive Secretary. 


(Continued on page 44) 


‘3 
3 
3 


SCHERING CORPORATION + BLOOMFIELD, N. J. 


new 


OLARAMINE* 


dextro-chlorph ine maleate 


REPETABS’ 


For day-to-day 
relief and 
maintenance in 
allergic 
reactions with 
these J major 
benefits 


High degree of 
antihistamine efficacy— 
daylong or nightlong 
protection with a single 
4 mg. Rereras / Low 
dosage—lower than with 
other antihistamines / 
High therapeutic index 
(3380) —unsurpassed 
among all antihistamines 
/ Low incidence of side 
effects—unexcelled by 
any other antihistamine 
preparation 


4 mg. PoLARAMINE 
Repetass in bottles of 
100 and 1000 


€n1462-9 


SYMBOL OF THE ONE-DOSE CONVENIENCE 
YOU WANT FOR YOUR PATIENT. 


. 
. 
2 
| 
3 
Tis | 


44 MEETINGS 


Nationa, Tupercucosis Association, Statler & Biltmore Hotels, Los 
Angeles, May 15-20. Mr. James G. Stone, 1790 Broadway, New York 
19, Executive Secretary. 

New Jensey, Mepicar Socrery or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P. O, Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicar Society, Western Skies Hotel, Albuquerque, May 
10-18. Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

New York, Mepican Society or tHe State or, Hotel Statler Hilton, 
New York City, May 7-13. Dr. Herbert T. Wagner, 750 3rd Ave., New 
York 17, Executive Director. 

Nonrsa Mepicar Socrery, Hotel Sir Walter, Raleigh, May 1-4. 
Mr. James I. Barnes, Capital Club Bidg., Raleigh, N. C., Executive 
Secretary. 

Omio STATE Mevicat Association, Sheraton Cleveland, Cleveland, week 
of May 15. Mr. Charles §. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

Oxcanoma Sratre Mepicat Association, Oklahoma City, May 1-4. Mr. 
K. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Rane Earrus w BiochemicaL AND MepicaL Reseancu CONFERENCE, 
lowa State University, Ames, lowa, May 11-13. J. G. Graca, Ph.D., Col- 
lege of Veterinary Medicine, I. S$. U., Ames, lowa, Program Chairman. 

Ruove Istanp Mepicar Society, May 10-11. John E. Farrell, Sc.D., 106 
Francis St., Providence 3, R. 1., Executive Secretary. 

Socwery or Amenican Bellvue-Stratford Hotel, Phila- 
delphia, May 1-5. Dr. E. M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

or Pepiatuic Keseancu, New Ocean House, Swampscott, Mass., 
May 3-5. Dr. Clark D, West, The Children’s Hospital, Cincinnati 29, 
Secretary. 

Sourm Mevicat Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
8. C., Executive Secretary. 

Srupent AMERICAN MepicaL Association, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsin, State Mepicac Sociry or, Hotel Schroeder, Milwaukee, 
May 3-5. Mr. C, H. Crownhart, 330 E. Lakeside St., Madi 5, Wis., 
Secretary. 


June 


AMERICAN ACADEMY oF TUBERCULOSIS PuysiciANs, Miami Beach, Fla., 
June 21. Dr. George P. Bailey, P. O. Box 7011, Denver 6, Secretary. 
Amenican Coiiece or Cuest Puysicians, Miami Beach, Fla., June 8-12. 
Mr. Murray Kornfeld, 112 E,. Chestnut St., Chicago 11, Executive 

Director. 

American Association, Ixc., Hotel Deauville, Miami Beach, 
Fla., June 11-12. Mr. J. Richard Connelly, 1 E. 45th St., New York 17, 
Executive Director. 

Amenican Genarrics Society, Americana Hotel, Miami Beach, Fila., 
June 9-10, Dr. Richard J. Kraemer, 2907 Post Road, Warwick, R. L, 
Secretary. 

AMERICAN MepicaL Women’s Association, June 9-12. Mrs, Lillian T. 
Majally, 1790 Broadway, New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssocraTION, Hotel Statler, Boston, June 13-15. 
Dr. Melvin D. Yahr, 710 W. 168th St., New York 32, Secretary. 

AMERICAN Puysic1ans Ant Association, Miami, June. Dr. Kurt F. Falkson, 
7 E. 78th St., New York 21, Secretary. 

Amenican RHEUMATISM AssociaTION, Hotel Diplomat, Miami Beach, Fla., 
June. Mr, Gerard W. Speyer, 10 Columbus Circle, New York City, Ex- 
ecutive Secretary. 

American THernapeutic Socrery, Barcelona Hotel, Miami Beach, Fla., 
June 9-12. Dr, Oscar B, Hunter Jr., 915 19th St., N.W., Washington 6, 
D. C., Secretary. 

ASSOCIATION For RESEARCH IN OpHTHALMOLOGY, INC., Miami, Fla., June. 
Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, Secretary- 
Treasurer. 

Enpocrine Society, Eden Roc Hotel, Miami Beach, Fla., June 9-11. Dr. 
Henry H. Turner, 1200 N, Walker, Oklahoma City, Okla., Executive 
Secretary. 

Ipano Stave Mepicar Association, Sun Valley, June 15-18. Mr. Armand 
L. Bird, Sonna Bidg., Boise, Idaho, Executive Secretary. 

Mepicar Association, Hotel Samoset, Rockland, June 19-21. 
Dr. Daniel F. Hanley, P.O, Box 240 Brunswick, Maine, Executive 
Director. 

Society or BiococicaL Psycuiatry, Hotel Deauville, Miami Beach, Fla., 
June 10-12. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Executive Secretary. 

Society vor Investricative Inc., Miami Beach, Fla., 
June. Dr, Herman Beerman, 255 S. 17th St., Philadelphia 3, Secretary- 
Treasurer. 

July 

Amenican Gorren Association, Royal College of Surgeons, London, Eng- 
land, July 5-9. Dr. John C. McClintock, 149% Washington Ave., Albany 
10, N. Y., Secretary. 

August 

Amenican Hosprrat Association, Civic Auditorium, San Francisco, Aug. 

27-Sept. 1. Mr. Maurice J. Norby, 18 E, Division St., Chicago, Assistant 


Director. 
September 


AMERICAN AssociATION oF BLoop Banks, Fairmont Hotel, San Francisco, 
Sept. 5-9. Mrs. Bernice M. Hemphill, 270 Masonic Ave., San Francisco, 


‘Treasurer. 
Wyomunc Stare Meorcar Jackson Lake Lodge, Moran, Sept. 
7-10. Mr. Arthur R. Abbey, P. O. Box 2036, Cheyenne, Wyo., Executive 


Secretary. 


J.A.M.A., Aug. 8, 1959 


INTERNATIONAL AND FOREIGN 
1959 
August 


INTERNATIONAL ASSOCIATION OF LimNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History oF ScreNnce, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL SCIENCES, Buenos Aires, 
Argentina, Aug. 9-15, A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

PAN-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., 
U. S. A., Aug. 23. Dr. Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Spanish AND LATIN AMERICAN CONGRESS FOR THE Dear (First), Madrid, 
Aug. 10-14, For information write: Secretaria General del I Congreso 
en de Sordos, Calle de la Beneficencia, 18-bis., Madrid, 

pain. 

Worip Conrerence ON Mepicat Epucation, Palmer House, Chicago, 
Ti, U. S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U. S. A. 

Worvpv Concress or THE Dear, Tumrp, Wiesbaden, Germany, Aug. 22- 
26. For information write: Organisations-Biiro, Deutscher Genorlosen 
Bund, Gabelsbergerstrasse 2, Frankfurt am Main, Germany. 

Worvp Feperation ror Mentat Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary-General. 


September 


Concress OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European Concress OF ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write: Fleming 
Institute, St. Mary’s Hospital, W. 2, England. 

European ConGress oF RHEUMATISM, Istanbul, Turkey, Sept. 18-21. For 
information address: Pivfessor Hami Kocas, Medical School, Ankara, 
Turkey. 

European Society oF (SEventH ConGress), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2. 

European SYMPOSIUM ON PoLIOMYELITIS, FirtH, Munich, Germany, Sept. 
6-9. Dr. P. Recht, 56, rue Charles-Legrelle, Brussels, Belgium, Secretary- 
General. 

INTERNATIONAL CARDIOVASCULAR SocreTy, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL CoNnGrEss OF Ain PoLLuTION, New York City, Sept. 9-10. 
For information write: American Society for Mechanical Engineers, 
29 W. 39th St., New York 18. 

INTERNATIONAL CoNnGRESS OF CANCER CyTOLOoGy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P. O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SYMPOSIUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
CuemorueraPy, Geneva, Switzerland, Sept. 12-13. For information 
write Di. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MeEpDiICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Concress ror Puysicat TuHerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Worip Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


British Mepicat Association, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B. M. A. House, 
Tavistock Square, London, W. C. 1, England. 

CANADIAN SocreTy FOR THE StupY or FERTILITY, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysicians, Lau- 
sanne, Oct. 7-9. For information write: Prof. Delore, 13, rue Jarente, 
Lyon, France. 

CoNGRESS OF THE FRENCH-SPEAKING ASSOCIATION OF PEDIATRICS (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL CONGRESS OF THERAPEUTICS, Strasbourg, France, Oct. 
19-31. For information write: Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NUTRITION AND VITAL SUBSTANCES 
(57H), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr, 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TREPONEMATOSES, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


(Continued on page 46) 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


iN WORKING ADULTS 
“especially well suited for 
ambulatory patients who must 
work, drive a car, or operate 
machinery.”* 


“ability to decide correctly 
has increased, while the 
response to anxiety 
fras diminished.”' 


ATARAX is “effective in 
controlling tension and 
anxiety. ts safety makes 
“ATARAX appeared to reduce it an excellent drug for 
anxiety and restlessness, out-patient use in office 
iraprove sleep patterns and ; 
make the child more emenabl«: q 
to the of new 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. : of 100. Syrup, pint bottles. 


Syrup 3-6 years, one tsp. t.i.d. + Parenteral Solution, 10 cc. 
over 6 years, two tsp. t. i.d. ; multiple-dose vials. 


For adult tension 25 mg. one tablet q.i.d. : Resseeqeans 5, yo 4. Or, 
ne tbsp. q.i.d. a n. No merica 
; e Jr.: New York J. Med. 57: 
one tablet t.i.d. (May 15) 1957. 4. Menger, 
H New York J. Med. 
58:1684 (May 15) 1958. 
5. Coirauit, M., et al.: Presse 
méd. 64:2239 (Dec. 26) 1956. 
.Bayart, J.: Presented at 
e international Congress of 
Pediatrics, Copenhag: 
Denmark, July 22-27 1956. 


New York 17, N. Y 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


For severe emotional 100 mg. 
disturbances tablets 


For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- 
and emotional Solution cularly, 3-4 times daily, at 
emergencies 4-hour intervals. Dosage for 
children under 12 not 
established. 
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November 


BauamMas Mevicat Conrenence, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write; Dr. B. L. Frank, P. O. Box 4087, Fort 
Lauderdale, Fla. 

INTERNATIONAL SYMPOSIUM ON CARDIOLOGY IN AvIATION, School of Avia- 
tion Medicine, Brooks Air Force Base, Texas, Nov. 12-13. For informa- 
tion write: Dr. Lawrence E, Lamb, Chief, Department of Internal Medi- 
cine, School of Aviation Medicine, Brooks Air Force Base, Texas. 


December 


Banamas Suncicat Conrerence, British Colonial Hotel, Nassau, Dec. 28- 
Jan. 16. For information write: Dr. B. L. Frank, P. O. Box 4037, Fort 


Lauderdale, Fla. 
1960 


January 


BAHAMAS Mepicat Serenpiprry Conrerence (SeconD), British Colonial 
Hotel, Nassau, Jan. 17-30. For information write: Dr. B, L. Frank, P. O. 
Box 4037, Fort Lauderdale, Fla. 

Pan-AmMenican ConGress or Caracas, Venezuela, Jan. 
81-Feb. 7. For information address; Mr. Moacyr, E, Alvaro, 1151 Conso- 
lacao, Séo Paulo, Brazil, 


March 


INTERNATIONAL SyMPOsiIUM ON “THE BLOop PLaTELets,” Henry Ford 
Hospital, Detroit, March 17-19. Shirley A. Johnson, Ph.D., Henry Ford 
Hospital, Detroit 2, Chairman. 


April 


ASSOCIATION OF NATIONAL EUROPEAN AND MEDITERRANEAN SOCIETIES OF 
{ASNEMGE), 61TH Concress, Leiden, Nether- 
lands, Apr. 20-24, For information write; ASNEMGE, 22, avenue 
d’Amerique, Anvers, Belgium. 

Banamas Mepicat Conrerence, British Colonial Hotel, Nassau, Apr. 
1-14. For information write: Dr, B. L. Frank, P. O. Box 4037, Fort 


Lauderdale, Fla. 
May 


Astan-Pacivic Concress or CanproLocy (Seconp), Melbourne, Aus- 
tralia, May. 23-28, Dr. A. E. Doyle, Alfred Hospital, Melbourne, S. 1, 
Victoria, Australia. 

INTERNATIONAL COLLEGE OF SURGEONS, INTERNATIONAL Concress, Rome, 
Italy, May 15-18. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Pan AMERICAN Mepicat Association Concress, Mexico City, May 2-11. 
Dr. Joseph J. Eller, 745 Fifth Ave., New York 22, Director General. 


June 


CANADIAN FEDERATION OF BroLoGIcAL Societies (CANADIAN PHYSIOLOGI- 
can Socrery, Socrety or CaNapa, CANADIAN 
ASSOCIATION OF ANATOMISTS, CANADIAN BrocHemicaL Society), Uni- 
versity of Manitoba, Winnipeg, June 8-10. Dr. E. H. Bensley, Montreal 
General Hospital, 1650 Cedar Ave., Montreal 25, Honorary Secretary. 

CANADIAN Mepicat Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL CARDIOVASCULAR Society, North American Chapter, 
DiLido Hotel, Miami Beach, Fla., June 11. Dr. Paul T. DeCamp, 3503 
Prytania St., New Orleans 15, Secretary. 

INTERNATIONAL ConGress Or CiinicAL Patno.ocy, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL ConGress OF Puysi0-PaTHoLoGcy or ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 

Pan AMERICAN MepicaL Women’s ALLIANCE (7th Congress), San Juan, 
Puerto Rico, June 2-7. Dr. Sarah D. Rosekrans, 504 Hewett St., Neills- 
ville, Wis., President. 

July 


INTERNATIONAL CoNnGress AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 3l-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL ConGress OF EnpocrinoLocy, Copenhagen, Denmark, 
July 18-23. For intormation address; Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U. S. A. 

INTERNATIONAL ConGress On Gorrer, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U.S. A. 

INTERNATIONAL Concress ON OccuPpATIONAL Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U.S. A. 

August 


INTERNATIONAL ConGress or Cuemistry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. §. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

INTERNATIONAL CONGRESS ON DisEASES OF THE CHEST, sponsored by the 
Council on International Affairs, American College of Chest Physicians, 
Vienna, Austria, Aug. 28-Sept. 1. Mr. Murray Kornfeld, 112 E. Chest- 
nut St., Chicago 11, Executive Director. 

INTERNATIONAL ConGress or San Francisco, Calif., 
U. S. A., Aug. 7-14. Mr, Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U.S. A., Executive Secretary. 

INTERNATIONAL Concress Or INTERNAL Mevicine (S1xTH), Basel, Swit- 
zerland, Aug 24-27. For information write the Secretariat, Sixth Inter- 
national Congress for Internal Medicine, 13, Steinentorstre, Basel, 


Switzerland. 


J.A.M.A., Aug. 8, 1959 


INTERNATIONAL CONGRESS OF PuysicAL Mepicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E, 93rd St., Cleveland, Ohio, U.S. A. 

Worwp ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CrippLes, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General. 


September 


ConGress OF INTERNATIONAL Society ror CELL Brovocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

Concress oF INTERNATIONAL SocieTy OF ORTHOPEDIC SURGERY & 
TRAUMATOLOGY, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

European ConGress or Carpio.ocy, Rome, Sept. 18-25. For informa- 
tion write; Secretariat, Organizing Committee, Clinica Medica-Policlinico, 
University of Rome, Italy. 


MAGAZINE—TILEVISION REPORT 


The following list of current medical articles in mass-Circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JournNAL. Unless specifically 
stated, the American Medical Association neither approves nor 
disapproves of the articles reported. 


MAGAZINES 


Good Housekeeping, August, 1959 


“Are We Taking Too Many Vitamins?” by Ruth and Edward 

Brecher 
The article discusses food supplements, as to when and why 
an individual may need extra vitamins. A great part of the 
article is based on the report of the A. M. A. Council on 
Foods and Nutrition, which recommends that the basic de- 
cision for the necessity of additional vitamins and minerals 
be left to a physician. If a general-purpose supplement is 
needed, the authors point to the following recommendations 
of the Council: vitamin A, 2,500 to 7,500 U.S.P. units; 
vitamin B,, 0.8 to 2.4 mg.; vitamin B., 0.9 to 2.7 mg.; vita- 
min Be, 1 to 3 mg.; vitamin Bw, 2 to 10 mcg.; vitamin C, 
35 to 110 mg.; vitamin D, 400 U.S.P. units; Niacin, 12 to 
20 mg.; pantothenic acid, 5 to 10 mg.; folic acid, 0.3 mg.; 
iron, 5 to 15 mg.; and calcium, 200 to 1,200 mg. 


Harper’s Magazine, August, 1959 
“No Fun to Be Sick Anymore,” by Elaine Kendall 
This is a humorous article in which the author harks back 
to the days of “La Grippe” and “chicken soup, hot toddies, 
rest and quiet” instead of “ ‘mycins.’” 


Reader’s Digest, August, 1959 


“Behind the Mounting Malpractice Suits,” by Milton Silver- 

man 
This is the second installment in the Reader's Digest’s con- 
densation of the Saturday Evening Post series on malprac- 
tice suits. The article is primarily concerned with the “suit 
prone” doctor and patient who have “the power to cause 
damage far out of proportion to their small numbers . . . 
[and have] . . . increased the cost of medical care for 
everyone.” 

“Contact Lenses Come of Age,” by Lawrence Galton 
The author looks into the rapid growth in the use of con- 
tact lenses. 

“Enter ‘Rescue Breathing—The New Way to Save Lives,” by 

Richard Match 
This is a discussion of the mouth-to-mouth method of re- 
suscitation which tests showed supplies up to 12 times 
the volume of air as is obtained in older methods. 

“Stop Breaking Your Heart!” by Howard Whitman 
According to the author, emotional stress could well be as 
important as overweight, diet, and heredity in causing 
heart attacks. A study by Dr. Henry I. Russek and Prof. 
Burton L. Zohman found emotional stress four and a half 
times more prevalent in coronary victims than in people 
with healthy hearts. 
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your obese patient needs individualized therapy 
The emotional and social pressures which intensify overeating prob- 
lems may vary considerably in your obese patients. Therapeutically 
sound individualization of antiobesity regimens is thus not only de- 
Sirable, but also simply achieved with the different forms of Ambar. 


(methamphetamine and phenobarbital) TM Ambar #1 Extentabs provide 10-12 hours of appetite suppres- 
sion in one controlled-release, extended-action tablet: methamphet- 
amine hydrochloride, 10.0 mg.; phenobarbital (1 gr.), 64.8 mg. 
Ambar #2 Extentabs (methamphetamine hydrochloride 15 


® Wi izeuapesttil i mg.; phenobarbital 1 gr.) for patients who require higher metham- 
EXTENTABS AND TABLETS lf YY phetamine dosage. Ambar Tablets for conventional dosage or 
controls over. y obins J intermittent therapy are available in one strength only: each tablet 

Y), contains methamphetamine hydrochloride, 3.33 mg.; phenobarbi- 
weight & mood Yaz wy tal (14 gr.) 21.6 mg. A.H. Robins Co., Inc., Richmond 20, Virginia. 
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allergic tears? 


Dimetane works in all symptoms of allergic rhinitis; and 
in urticaria, atopic and contact dermatitis. The summary 
conclusion of extensive clinical studies to date: Dimetane 
provides unexcelled antihistaminic potency with minimal 
side effects. Forms available: ORAL: Extentabs” (12 mg.), Tablets 
(4mg.), Elixir (2 mg./5cc.). PARENTERAL: Dimetane- Ten Inject- 


able (10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). 
(ite A. 4H. Robins Co., Inc., Richmond 20, Virginia. 
Ethical of Merit Since 1878. 


(BROMPHENIRAMINE MALEATE) 
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OFFICIALS OF THE AMERICAN MEDICAL ASSOCIATION, 1959-1960 


dent-Elect—E, Vincent y, Los les. Reimann rman, elphia ; 
'W. Larson, Bismarck, D.:'C. A. Lineke, Carroliton, Ohio: M. it, 
M Gees 8. P. Newman, Walter Scott, Los Angeles; T. . G. Hull, 
Speaker, House of Delegates—Norman A, Welch, Boston. Couneit on Physics—R. Philadelphia; O. Glasser, Cleveland; 
Vice Speaker, House of Delegates—Milford 0. Rouse, Dallas, Tex. . Bost, San F isco; F. 
xeouti President—F. J. Blasingame, Chica oehester, Minn . . Dragstedt, Chicago; 
G. J. Thomas, Pittsburgh; G. E. Wakerlin, Chicago: H. H. Meese, Madison 
ra of 1901: G. M. Fister, ¢ we. Warren, Boston; W R. Adams, Chicago; R. E. 
A indianapolis, ind., 1962; R. McKeown, Coos Bay. Counell on Féods and Nutrition 3. Darby, Nashville, Tenn. ; R. Olson, Pittsburgh. 

§ P. E. Hopkins, ar ig! 1963; R. B. Robins, Camden, Ark., 1964; Pa.: J. B. Youmans, Nashville, Tenn.: 'L. A Maynard, Ithaca Y.: G. 

Hussey, Washington, D. C., 1964; the President; the President-Elect. Goldsmith, New Orleans; C. 8. Davidson, ee Boston: & A. Santi, 

) Iseo, : os Angeles ; 4. White, retary, Chicago. 

Council on industrial Wealthok Johnstone, Los Angeles: L. ‘C. MeGee, Wilming- 
Hin, Ohjo, 1963; J. M. Hutcheson, Richmond, Va., 1964; Mr. E. J. Holman, ton, Del.; C.F. Shook, Toledo, Ohio; J. N. Gallivan. East Hartford. Conn. ; 
Executive Secretary, Chicago V. C. Baird, Houston, Texas; O. A. Sander, Milwaukse; R. A. Kehoe, Cincinnati ; 

Couneht on Medical Education and itals—J. M. Faulkner, Cambridge, Mass., E. 8. Jones, Hammond, Ind. ; W. P. Shepard, Chairman, New York; M. N. 

; Bnglish, Danville, A. Caldwell, New Orleans, 1961; J. W. Newquist, West Cornwall, Conn.; J. Tillisch, Rochester, Minn.; J. H. Sterner, 

, Ban Freneiseo, 1961; C. Weseoe, Kansas City, Kan., 1962: W. B. Rochester, N. Y.; B. D. Holland, Secretary, Chicago. 

Baltimore, 1962: ‘ . Madison, Wis.. 1963; L. 8. McKittrick, Council on National Defense—H. C. Lueth, Evanstor, I1).; H. 8. Diehl, Chairman, 
Chairman, Brookline, Mass., 1963; C. T. Stone Sr., Galveston, Tex., 1964; W. A. a ag R. L. Meiling, Columbus, Ohio. C. P. Hungate, Kansas City, Mo. ; 
Bunten, Cheyenne, Wyo., 1964; W. 8. a ag Secretary, Chicago. B. Martin, Norfolk, Va.; David H. Poer, Atlanta, Ga.; H. B. eo 

Council on Medical Service—Kt. B. Roth, Erie, Pa., 1960; H. B. Woolley, Idaho Falls. pe R. A. Benson, Bremerton, Wash. ; I’. H. Long, Brooklyn; Mr. F. 
Idaho, 1960; C. KE. Wertz, Buffalo, iets 7. Danaher, Torrington, Conn., 1961; Karton, Secretary, Chicago. 

Rh. L. Novy, Detrolt, 1962; R. B. Chrisman Jr., Coral ‘Gables, Fla., 1963: J. F. Council on Rural Health—F. S. Crockett, Lafayette, Ind ; W. W. Washburn, Boiling 
Burton, Oklahoma City, 1963; J. Late Ludwig, Chairman, Los H Springs, N. C.; C. 8. Mundy, Toledo, Ohio; C, R. Henry, Little Roek Ark. ; F. mi 
os wy. Caches. emia onic = G, Gundersen, La Crosse, Wis.; Mr. Humphrey, Chairman, Ft. Collins, Colo.; N. H. Gardner, E. Hampton, Conn. ; 

Council on Constitution and Bylaws—B. EF. Pickett, Sr., Chairman, Carrizo Springs, Diario. Ore! Wien 

: W. Stovall, adison, 8 A. Hyland, Gran 

Mich., 1964; I. H. Hussey, Washington, D. C., the President, ‘and the Council on ‘Mental Health—L. H. Bartemeier, Chairman, Baltimore; W. H. Baer, 
Speaker and Vice Speaker ot the House of Delegates; Mr. George E. Hall, Execu- Peoria, Ill.; H. F. Ford, Galveston, Texas: L. H. Smith. Philadelphia; G. E. 
tive Secretary, Chicago Gardner, Boston ; F. M. Forster, Washington, D. C.; Norman Q. Brill, Los An- 

STANDING COMMITTEES OF THE BOARD OF TRUSTEES out H. — Chicago; M. R. Kaufman, New York; R. J. Plunkett. 

“py retary, Chicago. 

Council on Drugs—W. ©. Cutting, San Francisco 0. O. Meyer, Madison, Wis.; M. H. i ies—C > 
Seevers, Ann Arbor, Mich.; M Brown, Washington, D.'C.; Louis 8. Goodman. we 3. M Fister, Chairman. Orden, Utah; D. B. 
Sult Lake City; P.'H. Long, Brooklyn; W. G. Workman, Bethesda, Md.; F. A. Allman, Atlantic City, N. J.; C. B. Blaisdell, Asbury Park, N. J.;R. B. Chrisman 
Simeone, Cleveland; C. A. Dragstedt, Chicago; I. Starr. Philadelphia; J. M. dr., Coral Gables, Fla.; F. C. Coleman, Des Moines, Ja.; H. English, Danville. 
layman, Boston; E. M. K. Geiling, Chicago;* E. M. Nelson, Washington, D. C. : Ill. ; F. J. Holroyd, Princeton, W. Va. ; J. L. Ludwig, Los Angeles; J. E. McDonald. 
H. K waxy Boston T. Sollmann, Chairman, Cleveland; J. P. Leake, Wash- Tulsa, Okla. ; R, White, Boise, Ida.; M. A. Vickers Bangor, Me.; M. L. Phelps. 
mgton, D. C. . Curtis, Ann Arbor, Mich.; H. D. Kautz, Secretary, Chicago. Denver; G. E. Twente, Jackson, Miss.; Mr. C. Joseph Stetler, Secretary, Chicago 


* Deceased 


SECRETARIES OF SECTIONS, 1959-1960 
Nervous and Mental Diseases—H. P. Rome, 200 First St.. S. W., Rochester, Minn. 
ormato . Carley, University rginia Hospital, Charlottesville, Va. Mostetries and Gynecology—K. P. Russell, 511: 8. Bonnie Brae St., Los Angeles 57. 
Diseases of the Chest—1). Gordon, 4800 Gibson Bivd.. 8. Albuquerque, N. Mex F. ‘iten, 200 Beacon St., Boston 16. apes 
ee ee P, Martin, University of Florida Schooi Orthopedic Sureery—-R. J. Joplin, 1180 Beacon St., Brookline 46, Mass 
4 and Physiology—H. A. Edmondson. 1200 N. State St.. Los Angeles 33. 
and Proctology—G. McHardy, 3636 St. Charles Ave., New Orleans Pediatrics Hansen. 812 Mechanic. Galveston, Tex. 
‘al Pr ‘actice—K. 1. Baumgartner, 25 Alder St.. Oakland, hysical Medicine—Kar! C. Elkins, 260 First St.. 8. W., Rochester. 
Medicine—W. E. St., Preventive Medicine—L. McGee, 900 N. Market St., Wilmington 1, Del. 
Laryngology. Otology. and Rhinolory—W. FE. Heck, Stanford University Hospitals, Radiology—T. Leucutia, Harper Hospital. Detroit 1. 
San Francisco 15. Surgery, General and Abdominal—E. H. Ellison, 8700 W. Wisconsin Ave., Milwaukee 
Military Medicine—Col. James T. MeGibony, USA (MC) Medical Plans and Opera- 13, Wis. 
tions Division, Office of the Surgeon General, U. 8. Army, Washington 25, D. C. Urology—E. H. Ray, 2101 Nicholasville Rd., Lexington, Ky. 


sends more blood 
where needed most— 
to distressed 
skeletal muscles 


J brand 

for dependable, well tolerated 

relief of pain and spasm 

in INTERMITTENT CLAUDICATION 

of arteriosclerosis obliterans 

thromboangiitis obliterans 

diabetic atheromatosis 

also effective in 

Raynaud’s syndrome 

ischemic ulcers 


Arlidin is available in 6 mg. scored tablets, and 5 mg. per cc. 
parenteral solution. See POR for dosage and packaging. 
samples and literature from 

u. s. vitamin & pharmaceutical corp. 
Arlington-Funk Laboratories, division 

250 East 43rd Street, New York 17, N.Y. 
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and further reduction of blood pressure is desirable. . . 


adding ganglionic-blocking 


MECAMYLAMINE HCl 
often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life 


“unnecessary delay must be avoided in establishing ganglion blockade in severe or malignant hypertension” 
Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958. 
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relieve high blood pressure and its manifestations 


INVERSINE 


MECAMYLAMINE HCl 


for moderate, severe, and malignant hypertension 


“When employed under carefully controlled @onditions with adequate attention to 
proper regulation of dosage, mecamylamine [‘INVERSINE’] may be expected to 
reduce blood pressure effectively and to ameliorate various manifestations of hyper- 
tensive-cardiovascular disease. These include such symptoms as headache, dizziness, 
vertigo, hypertensive encephalopathy, cerebral or subarachnoid hemorrhage, retin- 
opathy, cardiac hypertrophy and, in some cases, cardiac decompensation.” 


A.M.A. Council on Drugs, New and Nonofficial Drugs: Philadelphia, J. B. Lippincott Co., 1958, p. 285 
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A GREATLY IMPROVED GANGLIONIC BLOCKING AGENT 


‘INVERSINE’ 


of the orally effective blocking agents, only ‘INVERSINE’ is completely and 
uniformly absorbed 


because it is uniformly absorbed, ‘INVERSINE’ provides predictable, reproducible 
effects with minimal day-to-day fluctuations 


has a gradual onset of effect, reducing the likelihood of sudden drops in blood pressure 


effective in extremely low dosage (orally, 10 mg. ‘INVERSINE’ is approximately 
equivalent to 100 mg. pentolinium, 80 mg. chlorisondamine, 1000 mg. hexamethonium) 


has a long duration of action (6 to 12 hours or longer), permitting convenient 
dosage schedules 


development of tolerance is not as pronounced as with other ganglionic blocking drugs 


effective in many patients who do not respond to other ganglionic blocking drugs 


pretreatment with ‘Diuril’, or ‘Diuril’ and rauwolfia, enhances therapy with ‘Inversine’ 


“Pretreatment with chlorothiazide [‘DIURIL’] and rauwolfia reduces the dosage requirement, 
augments blood pressure response, and moderates certain of the side effects of ganglion blocking agents. 
Although such basal therapy is advantageous, unnecessary delay must be avoided in establishing 
ganglion blockade in severe or malignant hypertension.” 

Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958 


dosage recommendations for new patients 


1. Initiate therapy with ‘DIURIL’ 

‘DIURIL’ is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day, 
depending on severity of the hypertension. 


2. Add other agents 

Other drugs (rauwolfia, ‘INVERSINE’, hydrala- 
zine, etc.) are added as necessary and their dosage 
adjusted according to patient response. 


‘INVERSINE’ is given in the same manner whether 
used with other drugs or alone. Recommended 
initial dosage is 2.5 mg. twice a day, pref- 


erably after meals. May be increased by 2.5 mg. 
at intervals of no less than two days until desired 
response is obtained. In severe or urgent cases, the 
increments may have to be larger or more fre- 
quent, with the largest dose given preferably at 
noon or in the evening. ‘INVERSINE’ is extremely 
potent and should always be titrated according to 
the patient’s orthostatic blood pressure response. 


8. Adjust dosage of all medication 

The patient must be observed frequently and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


Precautions: Side effects of ‘INVERSINE’ are essentially the same as those encountered 
with other ganglionic blocking agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus may result if constipation is 
unchecked. Patients should be informed how to cope with postural hypotension should this 
occur. ‘INVERSINE’ is contraindicated in coronary insufficiency, organic pyloric stenosis 
and recent myocardial infarction. Additional information on ‘INVERSINE’ and ‘DIURIL’ 


is available on request. 


Supplied: ‘INVERSINE’, tablets of 2.5 and 10 mg. Bottles oc 100. 
‘DIURIL’, tablets of 250 mg. and 500 mg. Bottles of 100 and 1000. 


QD merck SHARP & DOHME, pivision oF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


INVERSINE and DIURIL are trademarks of Merck & Co., Inc. 
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There are 
KNOWN 
CONTRA- 
INDICATIONS 


Peripheral vasospasm of any etiology may be treated 
with Roniacol without fear of serious complications. 
Roniacol is metabolized to the pure vitamin form (nico- 
tinic acid)...acts by a direct relaxing effect on small 
peripheral blood vessels to increase and intensify blood 
flow to affected extremities. 


Numerous clinical studies!“ show Roniacol to be a 
remarkably well-tolerated vasodilator. “Patients up to 
the ages of ninety have tolerated the drug in doses up 
to 600 mg with no adverse effects.””! 


References: 1. M. M. Fisher and H. E. Tebrock: New York 
State J. Med. 53:65, 1953. 2. R. O. Gilhespy: Brit. M. J. 


1:207, 1957. 3. E. C. Texter, et al.: Am. J. Med. Sc. 224:408,- 


1952. 4. W. Redisch and O. Brandman: Angiology 1:312, 
1950. Complete bibliography available on request. 


Available in scored 50-mg tablets, bottles of 100, 500, and 
1000. Roniacol Elixir, containing 50 mg of Roniacol per 
teaspoonful (5 cc), in bottles of 16 ounces and one gallon. 


RONIACOL’- brand of beta-pyridy! carbinol 


| 


ROCHE Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


RONIACOL 
for vasodilation 
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In the menopause... 
transition without tears 


Milprem promptly 
with lasting control of physical symptoms 


Miltown®+ conjugated estrogens (equine) 


Supplied in two potencies for dosage flexibility: 

MILPREM-400, each coated pink tablet contains 400 mg. Miltown 
(meprobamate) and 0.4 mg. conjugated estrogens (equine). 
MILPREM-200, each coated old-rose tablet contains 200 mg. 
Miltown and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 


Literature and samples on request. 


relieves emotional distress 


In minutes, Milprem starts to ease anxiety and 
depression. It relieves insomnia, relaxes tense muscles; 
alleviates low back pain and tension headache. As the 
patient continues on Milprem, the replacement of estrogens 
checks hot flushes and other physical symptoms. 


Easy dosage schedule: One Milprem tablet t.i.d. 
in 21-day courses with one-week rest periods; during the 
rest periods, Miltown alone can sustain the patient. 


® 
Wy) WALLACE LABORATORIES, New Brunswick, N. J. 


advances 


analgesics since the 
morphine 
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NUMORPHAN 


Hydrochloride 
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NUMORPHAN* provides: unexcelled pain relief /effective in much smaller doses 
than morphine (1/10 the morphine dosage) /rapid onset of action—10-20 minutes after 
administration / prolonged duration of effect—lasts about 6 hours /low incidence of 
side effects—respiratory depression, nausea, and constipation are relatively rare / 
great scope of pain relief in short- and long-term therapy / no ‘‘plateau effect’’: in 
ultrasevere pain, increasing the dose will usually ensure thorough analgesia / wide 


margin of safety and adequate comfort for the patient 


SUPPLIED: In 10 cc. multiple-dose vials, 1.5 mg.4-14-hydroxydihydromorphinone hydrochloride per cc. and as ampuls, 
1 ce. and 2 cc., 1.5 mg. per cc. Rectal suppositories, 2 mg. and 5 mg. May be habit-forming. 
For Literature on Numorphan, Write indo 
ENDO LABORATORIES, Richmond Hill 18, New York 


FOR PAIN 


SUBCUT, I.M., AND RECTAL rochloride 


clinically tested for 5 years/evalu- 

\4| ated in 120 U.S. hospitals/over a 

iJ] quarter of a million doses given/ 
more than 25,000 patients treated 220008 


Tbrand of oxymorphone 
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A MORE 
CONVENIENT ROUTE 
FOR CONTROL OF , 
INFLAMMATION 


-CHYMAR Buccal 


exerts an anti- 
inflammatory effect 
through systemic 
action. The tablet 
prevents or reduces 
inflammation, 
accelerates absorption 
of edema and hematoma, 
promotes healing and 
relieves pain by 
restoring local 
circulation. 


Beneficial in the 
treatment of trauma, 
eye diseases, derma— 
toses, gynecologic, 
surgical and respira-— 
tory tract conditions, 
CHYMAR BUCCAL tablets 
may be used as the 
sole anti-—inflammatory 
agent in many cases. 
In severe conditions 
CHYMAR BUCCAL is 
used to sustain the 
effective anti—inflan— 
matory action estab— 
lished by injectable 
CHYMAR (Aqueous or 
dn 


CHYMAR 
Buccal 


Chymotrypsin Tablets 


ca Available in botties of 24 tablets. 
tablet contains 10,000 
Armour Units of proteolytic 
activity. Also available: 
ARMOUR Chymar Aqueous or In Oil, 


ARMOUR PHARMACEUTICAL COMPANY KANKAXEE, ILLINOIS 


Armour Means Protection 


J.A.M.A., Aug. 8, 1959 


FROM OTHER PAGES 
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Nathan Smith and the New England 
Medical Schools 


In the year 1782 when Nathan Smith was 20 and was 
teaching school in Chester, Vermont, there occurred . . . a 
dramatic episode which was to greatly modify his career as 
a teacher. The event was the amputation of a leg... . When 
the surgeon, Dr. Josiah Goodhue, asked for volunteers, the 
young schoolmaster stepped forward and became an assistant 
at the operation. . . . It so impressed Nathan Smith that. . . 
he sought to become an apprentice in medicine under Josiah 
Goodhue. . . . Before accepting Nathan Smith as a pupil 
Dr. Goodhue advised him to seek further preparation . 
by engaging in classical studies sufficient at least to qualify 
for Harvard College. . . . At the time of Nathan Smith’s 
admission to the Institute of Medicine at Harvard College, 
the medical faculty, although limited to three members, 
was one of distinction. . . . At the commencement in 1790 
Nathan Smith took his degree of Bachelor of Medicine. . . . 
His plan [was] to establish a Professorship of Theory and 
Practice of Medicine at Dartmouth. This project was . . . 
approved by the president and trustees . . . in August, 1796, 
but postponed for final action until the next year. . . . Na- 
than Smith decided to use this interim to prepare himself 

. by studying abroad. . . . From Glasgow, Smith went to 
Edinburgh. . . . He spent . . . 4 months in London making 
hospital rounds and attending lectures. . . . Before leaving 
Edinburgh Smith sent to Dartmouth medical books to the 
value of thirty pounds, which he said in one of his letters 
he hoped the trustees of the College would purchase, as he 
could ill afford the expense. In September, 1797, he arrived 
in Boston . . . bringing with him more books for the new 
medical school and apparatus for anatomy, surgery, and 
chemistry. . . . 

The first full course of medical lectures was delivered [at 
Dartmouth] by Dr. Nathan Smith in the autumn of 1797. 

. . At the beginning . . . at Dartmouth there was no salary 
from the College, and Nathan Smith was dependent upon 
the small fees of the medical students and the meager re- 
turns from his practice. It was not that the latter was not 
extensive, but the time spent in travel over bad roads . . 
made many trips hardly profitable. . . . By 1801 Dartmouth 
Medical School was a flourishing enterprise, Nathan Smith 
running it practically single-handed. . . . The Legislature 
gave him $600 for medical apparatus. In August, 1804, the 
trustees voted Smith a salary of $200 a year on the condition 
that he should move his family to Hanover from Cornish, 
and this was done the next spring. . . . In 1811 he [Smith] 
was chosen president of the New Hampshire State Medical 
Society... . 

In the fall of 1813 the Medical Institution of Yale College 
was off to a good start. . . . Smith continued to give lectures 
at Dartmouth until 1816. . . . It was not until the autumn 
of that year that Nathan Smith came to New Haven with 
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his sons, David Solon and Nathan Ryno, both to be students 
in Yale College. . . . Smith’s reputation had preceded him to 
New Haven, and he soon gained a large practice. . . . The 
Medical Institution was successful from its beginning, gain- 
ing prestige and influence unsurpassed by any other Ameri- 
can school... . 
In June of that year [1820] the State of Maine passed an 
act establishing and endowing the Medical School of Maine. 

. Nathan Smith had been . . . consulted on . . . being 
placed at its head. In 1821 the school was opened at 
Bowdoin College in Brunswick, Smith giving the various 
lectures with the exception of chemistry. . . . Within a few 
months of Maine’s medical school activities the University 
of Vermont established its medical. department, This was 
another Smith enterprise, however, one of father and son, 
for Nathan Ryno Smith (1797-1877) had begun to practice 
in Burlington in 1824 and the next year was appointed to 
the Professorship of Surgery and Anatomy in the new school. 
Nathan Smith not only delivered courses and lectures at 
Vermont, but, through an extensive correspondence with his 
son, greatly aided in the establishment of . . . [a] fifth New 
England medical school. . . . This was the Jefferson Medical 
College of Philadelphia, founded jointly by Dr. Nathan 
Ryno Smith and Dr. George McClellan. Here Nathan Ryno 
Smith ocupied the Chair of Chemistry, but, within 2 years, 

. he moved to Baltimore to the Chair of Surgery at the 
University of Maryland. . . . All of Nathan Smith’s three 
other sons became physicians. . . . 

The final years of Nathan Smith were spent mostly in 
New Haven. .. . The greatness of Nathan Smith does not 
rest [only] on his importance as an educator or skill as a 
surgeon. . . . His essay on the Pathology and Treatment of 
Necrosis is an abiding classic. His pioneering in surgery 
included improvements in managing fractures and disloca- 
tions of the thigh and improvements in lithotomy. He was 
the first to perform staphylorrhaphy for cleft palate. . . 
{He made] great contributions to abdominal surgery. . . . 
Nathan Smith's most important single contribution to clini- 
cal medicine was his clear definition of typhoid fever as a 
clinical entity; . . . and through it he recognized the prin- 
ciple of acquired immunity in the disease—H. Thoms, 
M.D., Nathan Smith, The Journal of Medical Education, 
December, 1958. 


Age Is a Quality 


Age is a quality of mind; 

If you've left your dreams behind. 
If Hope is cold, 

If you no longer look ahead 

If your ambition’s fires are dead 
Then you are old. 


But—if from Life you take the best, 
If in life you keep the zest, 

If Love you hold, 

No matter how the years go by, 

No matter how the birthdays fly, 
You are not old. 


—Edward Tuck 


E. L. Bortz, M.D., The Emerging Twentieth Century 
Family, INA Conference on Family Security, Disneyland, 
Calif., Jan. 9-12, 1959. 


Pro ACTHAR GEL 


CONVENIENCE 


EFFECTIVENESS EXPERIENCE 


SAFETY 


because the 
4 main points 
are Clearly 
indicated 


® Proven in over 100 
disease conditions 
@ An agent of choice in 
45 diseases 
e Effects sustained up to 
72 hours 
@ A record established over 
10 years of continuous treatment 
in a group of 8 patients 
with no serious side effects noted 
And a most extensive clinical 
and experimental background. 

f 
Asthma--Bursitis, Tenosynovitis-~- 
Dermatitis (contact, drug, etc.) 
~-Eye Diseases (acute, inflammatory) 
~-Hay Fever--Gout--Hyperemesis 
Gravidarum-~Penicillin Reactions 
--Serum Sickness--Urticaria 


Company bran: purified 
repository 


Supplied: 5 cc. vials of 20, 40, 80 
' U.S.P, Units per cc. Also in a ® 
disposable syringe form, in a potency... 
of 40 U.S,P. Units, 


Highly Purified ACTHAR Gel is dpe Armour 
Pharmaceutical C. 


ARMOUR PHARMACEUTICAL COMPANY * KANKAKEE, IL! '“OIS 
Armour Means Protection 
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protects against 
hypersecretion - hypermotility 
hyperirritability - hyperemotivity 


anticholinergic / antispasmodic / tranquilizer 


A remarkably long-acting anticholinergic. Only one 10 mg. dose of 
new long-acting oxyphencyclimine controls hypersecretion and 
spasm® for 12 hours or more. In the most recent study at Cook 
County Hospital, investigators were impressed with its antisecre- 
tory effect, leading to prolonged periods of achlorhydria.* 51 out 
of 57 patients with various G.I. disorders were relieved of symp- 
toms on only 2 daily doses, 

Plus ATARAX — the antisecretory tranquilizer. Not only does ATARAX 
modify tension—its added antisecretory action**-° augments the 
efficacy of oxyphencyclimine. The combination, ENARAX, freed 100 
out of 103 patients of G.I. symptoms.? Improvement was especially 
notable in cases of peptic ulcer, where the emotional factor figures 
so prominently. 

“Side reactions were uncommon....”* Selective postganglionic ac- 
tion on the G.I. tract minimizes side effects. Mouth dryness—the 
most common reaction—seldom reaches troublesome proportions. 
Each ENARAX tablet contains: Oxyphencyclimine HCl, 10 mg.; 
Hydroxyzine HCI (ATARAX®), 25 mg. 

Dosage: One-half to one tablet twice daily—preferably in the morn- 
ing and before retiring. The maintenance dose should be adjusted 
according to therapeutic response. Use with caution in patients 
with prostatic hypertrophy or glaucoma. 

Supplied: In bottles of 60 black-and-white scored tablets. 
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SUMMARY OF CASES 


ulcer 

Gastritis 

Gastroenteritis 

Colitis 

Duodenitis 

Functional bowel syndrome 
_ Hiatus hernia (symptomatic) 
Pylorospasm or cardiospasm 
Irritable bowel 

‘ Biliary tract dysfunctions 

_ Miscellaneous 


Total number of patients 


\Oxyphencyclimine alone —clinically effective in 87% after a year’s 
testing. 

ENARAX (oxyphencyclimine plus aTarax)—all successful cases in 
“excellent” category. 


A SENTRY FOR 
THE G.I. TRACT 


(oxyphencyclimine plus ATARAX ®) 


ACID REDUCTION AFTER OXYPHENCYCLIMINE THERAPY 
Tests conducted in 9 representative ulcer patients after overnight fasts 
showed considerable reduction in both volume and acidity. 

Gastric aspiration Gastric aspiration after 


after overnight fast overnight fast and 11 hours after 
without ‘medication. 20 mg. oxyphencyclimine. 


Votume in mi. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being Ref 


Overnight test 


w 8 . J. Gastroenterol., in press. 2. Leming, 
» or.: Clin. Med. 6:423 Citar) 1959. 3. McHardy, G., et al.: Paper pre- 
soul at Postgraduate Course of ¢ 
School of Medicine, San ord Calif., January "sa" 1958. 4 Strub, I. H., 
and Carballo, To be 5. Data i nm Roerig Medical Department files. 

: T 7. Schuller, E.: Gaz. des HOpitaux 10:301 
(Apr. 10) 1057, 8. Foreh, L.: Internat. Rec. Med. 169:379 (June) 1956. 
9. Harrisson, J. W. E., et al.: Paper presented at the 4th Pan-American Con- 
gress of Ph and Washington, D. C., November 3-9, 1057. 
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the pattern of 


POTENTIATED 
TETRACYCLINE 


therapy 


COSA- 


capsules 

125 mg., 250 mg. 

oral suspension 

orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 

pediatric drops 

orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Pfizer) Science for the world’s well-being | 


ote: ae and high initial antibiotic blood levels are a ortant factor PFIZER LABORATORIES 
recoveries. Glucasamine tiation fast, high Division, Chas. Pfizer & Co., Inc. 
ography and professional infor- 


i 
| 
j 
: 
hind 
1 
is 


RELIEVES NERVOUSNESS 
IN ALLERGIC fi , 
PATIENTS 


ANXIETY AND TENSION often complicate management of allergic patients. In such 
cases, the “psychogenic component ... must be treated before clinical improvement 


can be expected.”’t 


When tranquilization with Miltown was added to conventional therapy in asthma, 
allergic headache, hay fever, urticaria, angioneurotic edema and gastrointestinal allergy 
with emotional components, many resistant patients definitely improved.t 


+ Eisenberg, B. C.: Role of tranquilizing drugs in allergy. 


JAM.A. 168:984, March 16, 1957. M ilt own 


: meprobamate (Wallace) 
Miltown causes no adverse effects on : : 
Available in 400 mg. scored and 200 mg. sugar-coated 


respiratory functions, nasal secretions, ellen: 


neestinal motility, or other autonomic Also available as MeprosPAN* (200 mg. meprobamate 
functions. continuous release capsules) and Meprorass* (uniden- 
tifiable 400 mg. meprobamate sugar-coated tablets). 


*TRADE- MARK 


WALLACE LABORATORIES, New Brunswick, N. J. 
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Quiescence needed 


in medical illness in surgery __ in obstetrics 


One of the most versatile agents known, PHENERGAN helps smooth the man- 
agement of patients under medical, surgical, or obstetrical stress without 
depressing vital functions. For many areas of general and specialty practice, 
PHENERGAN has these actions for these benclits: 

Sedation: Relieves fear, promotes sleep, encourages cooperation, reduces 
postoperative excitement—widely useful in obstetrical and surgical sedation. 
Antiemesis: Prevents and controls nausea and vomiting associated with 
motion sickness, surgery, pregnancy, or reflex mechanisms. 

Antiallergy: Gives potent and prolonged antihistaminic control of many 
allergic reactions. 

Drug potentiation: Reduces dose requirements of anesthetics, barbiturates, 
and narcotic analgesics—an important aid to perisurgica! and obstetrical 
management. 


PHENERGAN’ Wok 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 
INJECTION » TABLETS + SYRUP + SUPPOSITORIES 


Philadelphia 1, Pa. 


Comprehensive literature supplied on request 
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BEFORE 


acute 
contact 
eczema 


AND MANY MORE 


infectious 
eczematoid 
dermatitis 


soap-and- 
water 
eczema 


Vioform-Hydrocortisone 


SUPPLIED: Each form of issue contains 3% Vioform and 1% hydrocortisone. CREAM (water-washable base) 
and OINTMENT (petrolatum base); tubes of 5 and 20 Gm. LOTION (water-washable base); plastic squeeze 
bottles of 15 ml. Samples available on request. 


CIBA 


SUMMIT, 


VIOFORM® ( 


AFTER 
CONTROL THESE SKIN CONDI 
4 


(1,8-dih ydroxyanthraquinone) 


selective stimulant 


DORBANTYL FORTE 


(Dorbane, 50°mg. | dioctyl sodium sulfosuccinate, 100 mg.)* 


Double-strength capsules for maximum 


DORBANTYL 


hag 
(Dorbane, 25 mg. +. dioctyl sodium sulfosuccinate, 


for dosage and in children 


/ ) PHARMAG 
/ Manvfacturersof Neutra 
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overnight action no griping = rated, non-] vating | 
a. |- WHE TOOL FTENING IS ALSO INDICATED | 
lorks, M. M.: Clin. Med. 4:151, 1957) 
uTicas, INc., New York 1, N,Y. 


FOR TENSION-FREE SLEEP ALL THROUGH THE NIGHT 


DUAL RELEASE HYPNOTIC -TRANQUILIZER 


WHEN ANXIETIES CAUSE INSOMNIA—WHEN 


INSOMNIA 


HEIGHTENS ANXIETIES—HYPTRAN TREATS BOTH CON.- 
DITIONS AND BREAKS THE PATTERN OF SLEEPLESSNESS. 


Sleep comes quick, sure and sound, 
with new Hyptran. The outer layer con- 
tains an immediate calming dosage of 
phenyltoloxamine, the mild, certain 
non-phenothiazine tranquilizer to sup- 
port short-acting secobarbital. This 
well-accepted fast-acting barbiturate 
acts directly on the higher cerebral 
levels and quickly brings needed sleep. 


Hyptran’s inner core of phenyltolox- 
amine, released later in the night, con- 
trols insomnia-causing anxieties, keeps 
them from “breaking through’’ and 
interrupting sleep. Patients awake calm 
and clear-headed, fully refreshed men- 
tally and physically. 


DOSAGE: 1-2 tablets before retiring. 
SUPPLIED: Bottles of 100 sugar-coated, 
pink tablets. IMMEDIATE RELEASE: 
Phenyltoloxamine Citrate 25 mg., Seco- 
barbital 60 mg. (warning — may be 
habit forming); DELAYED RELEASE: 
Phenyltoloxamine Citrate 75 mg. 


References: Batterman, R. C., et al.: New York J. 
Med. 58:3821, 1958. / Harrison, T. R.: Principles of 
Internal Medicine, 3rd ed. McGraw-Hill 1958, Pg. 
1764. / DiMascio, A., et_al.: Am. J. Psychiat., 115, 
301-317, 1958. / Sainz, A.: Proc. of Mohawk Valley 
Psychiatric Assn., June 17, 1957. / Fleischmajer, R., 
et al.: Antib. Med. & Clin. Therap., 5, 120-124, 1958. 
/ Hoekstra, J. B., et_al.: J. Am. Pharm. A., 42, 587- 
593, 1953. / Cronk, G. H. and Naumann, D. E.: New 
York J. Med., 55, 1465-1467, 1955. Paper in prepara- 
tion: data on 500 clinical cases available on request. 


WAMPOLE LABORATORIES, STAMFORD, CONN. 
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QUALITY / RESEARCH / INTEGRITY 


Darvon Compound potent - effective - well tolerated 


Combines, in a single Pulvule®, the analgesic action of Darvon® (dextro propoxy- 
phene hydrochloride, Lilly) with the antipyretic and anti-inflammatory benefits of 
A.S.A.®° Compound (acetylsalicylic acid and acetophenetidin compound, Lilly). 


Darvon Compound obviates the need for a narcotic prescription. 
Usual dosage for Darvon Compound is 1 or 2 Pulvules three or four times daily. 


Also available: Darvon, in 32 and 65-mg. Pulvules. Usual dosage is 32 mg. every 
four hours or 65 mg. every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


EL! LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 
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PSYCHOSOMATIC PROBLEMS IN A RAPIDLY GROWING SUBURB 


Richard E. Gordon, M.D. 


Katherine K. Gordon, B.S., Englewood, N. J. 


ULTIPLE interrelated factors have been 
M reported to be associated with psychoso- 


matic disorders—genetic predisposition, 
body type and constitutional variables, 
early psychological conditioning, climate, diet, 
personality, occupation, exercise, and others. Recent- 
ly, particularly in patients with coronary heart 
disease, important findings have been reported 
relating definite somatic abnormalities to behavior 
patterns and socioeconomic pressures and stresses. 
Lee and Schneider ' recently showed that lesser 
executives and white-collar workers were more 
prone to hypertension and arteriosclerosis than top 
executives. Friedman and Rosenman ’ reported their 
important findings that men exhibiting a behavior 
pattern primarily characterized by intense ambi- 
tion, competitive “drive,” preoccupation with “dead- 
lines,” and a sense of time urgency were more likely 
candidates for coronary artery disease than com- 
parable groups of either more lackadaisical “or 
chronically anxious and insecure, but noncompeti- 
tive, persons. American society praises and highly 
rewards competitive, “getting ahead” behavior. 
Such persons by their energy and drive, by working 
long hours, and by going to college at night often 
rise from working class, immigrant origins into the 
American middle class, buy their own homes, and 
move into the rapidly growing suburbs. 


Certain diseases were compared as to their 
incidence among patients admitted to gen- 
era! hospitals in three communities which 
differed markedly as to their rate of growth 
in recent years and as to the mobility of their 
inhabitants. Bronchopneumonia, representing 
disorders not psychosomatic in origin, was 
compared with duodenal ulcer and cardio- 
vascular disease, representing tension dis- 
orders, and with asthma, considered as a 
parasympathetic psychosomatic disorder. In 
addition it was possible to compare figures 
obtained in 1958 with figures obtained in 
1950. Asthma was more prevalent in the 
community with the highest percentage of 
older people. The tension disorders were 
most prevalent in the most rapidly growing 
suburban community. This finding agreed 
with results of previous studies of the distri- 
bution of emotional disorders among dif- 
ferent groups within the communities. 


It would be interesting to learn whether inci- 
dences of coronary heart disease as well as severai 
other psychosomatic disorders are rising in expand- 


From Columbia University, New York, and the Mental Health Research Unit, Englewood Hospital. 
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ing suburban communities. For the rapidly changing 
community itself, with its higher taxes and over- 
loaded schools, roads, recreational facilities, and 
other resources, may contribute its share of stress 
to a patient's overburdened psychophysiological 
functioning. Futhermore, this suburban move up- 


TABLE 1.—Over-all Percentages of Various Disorders in Adults 
in Three Community Hospitals, 1956-1958 


Englewood Kingston Olean General 
Hospital* Hospitalt Hospital 


2.1 4.7 2.0 
Coronary thrombosis ............ 11.7 3.0 20 
Essential hypertension ........... 2.3 2.0 1.7 
Hypertensive cardiovascular 
12.0 3.2 5.0 
Duodenal 9.6 71 2.8 
Bronchopneumonia 73 5.3 5.0 
Total no. of adult medical 
1,452 1,236 2,102 


* In a rapidly growing suburb. 
+ In a moderate-growth community. 
t In a slow-growth area. 


roots all the family and places strains on the house- 
wife® and her sons particularly that apparently 
interfere with their emotional health. 

Sociologists and social psychologists have for 
some time reported on the hazards of high-speed 
modern life, too rapid social mobility, and too reck- 
less efforts at getting ahead and their relationship 
to family disorganization, divorce, delinquency, and 
emotional disorder.* Perhaps the rapid suburbaniza- 
tion of much of the American population is asso- 
ciated with attendant psychosomatic as well as 
emotional difficulties. If so, efforts at management 
and prevention cannot be directed at the individual 
patient alone—his personality, physical condition, 
and diet—but must also have family, industrial, 
and communitywide public health features. 


Procedure of Study 


Percentages of total medical admissions for 
asthma, coronary thrombosis, duodenal ulcer, es- 
sential hypertension, and hypertensive cardiovascu- 
lar disease were obtained from three general hos- 
pitals, each in a community of different geographical 
mobility. The percentage incidence of broncho- 
pneumonia in the three hospitals was used for 
comparison. The Englewood Hospital in Bergen 
County, New Jersey, represented a rapidly growing 
suburb; Kingston Hospital, Ulster County, New 
York, a moderate-growth, mixed-rural community; 
and Olean General Hospital, Cattaraugus County, 
New York, a stable rural area. 

The problem was approached by several methods. 
A comparison was made of percentages of the dis- 
orders in admissions to all three hospitals in the 
year 1957. Olean General and Englewood were com- 
pared for relative change in gross percentages of 
these disorders from 1950 to 1958. Kingston and 
Englewood were compared for age and sex pattern- 
ing of patients in 1957. Finally, possible change in 
age and sex patterning in Englewood Hospital dur- 
ing the period 1950-1958 was investigated. 
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Census data gave growth rates as an indicant of 
geographical mobility. Previous studies have shown 
that rate of geographical mobility is highly corre- 
lated with cultural and socioeconomic mobility in 
Englewood and Bergen counties generally.“ A 
sample of records of 97 Englewood Hospital adult 
patients, all under 60 years of age and admitted for 
psychosomatic disorders, gave marital status infor- 
mation (95% of men and 92% of women married). 

It is hypothesized that differences in incidence of 
these psychosomatic disorders reflect differences in 
the social patterns in the communities the hospitals 
serve. It is assumed that modern diagnostic and 
therapeutic measures are reasonably constant in the 
medical practice of the several communities. Sim- 
ilarly, it is assumed that any change in percentages 
of psychosomatic disorders found in the periods un- 
der study is not greatly affected by any change in 
incidence of other disorders, such as a decrease in 
bacterial infection due to more effective anti- 


biotics. 
10tics Results 


Asthma.—For asthma, over-all incidence was 
lower in Englewood than in Kingston Hospital 
(x® [chi square]=23, p <0.001) but slightly high- 
er than in Olean (table 1). As with every other dis- 
order, however, percentages of young women with 
asthma (ages 18 to 44) were higher in Englewood 
than in Kingston, but not significantly so (table 3). 

Coronary Thrombosis.—Incidence of coronary 
thrombosis was much higher in Englewood than in 
Kingston or Olean hospitals in 1957. The percentage 
has risen in both rural and suburban hospitals since 
1950 (table 2). (Comparing Englewood with Olean 
Hospital in 1957, x*=130, p <0.001; Englewood 
1950-1952 versus 1953-1958, x°=—10.3, p near 
0.001). The incidence of coronary thrombosis in 
younger men rose, but not significantly, in Engle- 
wood from 1950 to 1958 (table 4). 

Duodenal Ulcer.—Incidence of duodenal ulcer 
was again much higher in Englewood than in Kings- 
ton, even more so than in Olean (x’=75, p <0.001 
[table 1]). But there has been only a slight increase 


TasLe 2.—Change in Over-all Percentages of Various Dis- 
orders in Englewood and Olean Hospitals, 1950-1958 


Hyper- 
tensive 
Coronary Essential Cardio- 
Throm- Duodenal Hyper- vascular Broncho- 
bosis Uleer tension Disease pneumonia 


Engle- Ole- Engle- Ole- Engle- Ole- Engle- Ole- Engle- Ole- 
wood an wood an wood an wood an wood an 


1950-1952... ... 85 21 45 17 20 14 185 58 54 48 
1958-1955...... 43 29 %21 30 140 41 G1 44 
1956-1958... .... 126 27 19 24 138 120 60 74 50 


in over-all incidence in Englewood (table 2), again 
associated with a rise in number of young women 
(table 4). 

Much higher percentages of women had duodenal 
ulcer in Englewood than in Kingston Hospital (for 
all women, x’=7.9, p <0.01; for young women, 
x’°=5.8, p <0.02 [table 3]). Since 1950 the in- 
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cidence of duodenal ulcer in women of all age 
groups has risen in Englewood (x*=3.7, p near 
0.05), but particularly that in young women (x*?= 
4.2, p <0.05). 

Essential Hypertension and Hypertensive Car- 
diovascular Disease.—Englewood’s incidence of es- 
sential hypertension and hypertensive cardiovascu- 
lar disease was significantly higher than that of 
Kingston (x’=4.7, p <0.05) and very significantly 
higher than Olean’s (x*=45, p <0.001) (table 
1). There was a rise in Englewood in essential 
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Englewood and Kingston hospitals, 1957, x*=4.0, . 
p <0.05; boys versus girls, Englewood Hospital, 
1950-1952 and 1956-1958, x°=3.4, p near 0.05; and 
boys versus girls, Englewood and Kingston hospi- 
tals, 1957, x°=4.7, p <0.05). 


Comment 


Relationship of Degree of Mobility and Percent- 
age of Psychosomatic Disorders.—It would appear 
that, except for asthma, there was a direct and very 
significant relationship between the degree of 


TABLE 3.—Patterning of Various Disorders, Comparing Englewood and Kingston Hospitals, 1956-1958 


Coronary Thrombosis 


Essential 


Duodenal Uleer Hypertension Bronchopneumonia 


Age Group, Yr. %F YM ZF 
6 20 


%F %M HF “ZM ZF GM ZF SM BM WF 


19 13 30 7 4 8 6 2 6 1b uu 12 
27 8 26 3 ll j 2 


hypertension from 1950 to the present (x*°=3.1, 
p near 0.05), but not in Olean (table 2). The per- 
centage of young women with hypertension was also 
greater in Englewood than in Kingston, but not 
significantly (table 3). A rise in incidence of essen- 
tial hypertension from 9% to 15% occurred from 
1950 to 1958 in Englewood (table 4), but not to 
statistically significant levels. 
Bronchopneumonia.—The over-all percentage of 
bronchopneumonia in the three community hospitals 
was not very much different in the year 1957 (table 
1) and was relatively unchanged through the years 


mobility of the community and the percentages of 
the several psychosomatic disorders studied. Engle- 
wood Hospital, in a fast-growing suburb, had the 
highest percentages of patients with coronary 
thrombosis, duodenal ulcer, essential hypertension, 
and hypertensive cardiovascular disease; Kingston 
Hospital was intermediate; and Olean General Hos- 
pital, in a stable rural community of western New 
York state, had the lowest incidence (table 1). 

It seems that, with the rapid growth of the sub- 
urban area around Englewood since 1950, per- 
centages of coronary thrombosis and hypertension 


TABLE 4.—Patterning of Various Disorders, Englewood Hospital, 1950-1958 


Coronary Thrombosis 


1950-1952 1958-1955 1956-1958 =—:1950-1952 «1958-1955 


%M GM ZF ZF ZF AF %M 


29 8 
45-50...... 5 2 3 23 
% younger .... 


60-69 
18 


Duodenal Uleer 
1956-1958 1950-1952 1958-1955 1956-1958 1950-1952 


%F %F ZF HF “ZF AM 


Essential Hypertension 
A 


%F % 
5 11 j 5 4 10 4 
13 5 13 
5 46 


in Olean (table 2). However, two consistent trends 
appear, for higher percentages in boys and young 
women patients in Englewood in recent years as 
compared both to the other hospitals and to previous 
years in the Englewood Hospital (tables 3 and 4). 
These differences are statistically significant. (For 
young men versus young women in Englewood 
Hospital, comparing 1950-1952 and 1956-1958, x?= 
5.4, p <0.02; young men versus young women, 


have increased more rapidly. In Olean Hospital, in 
a rural community, only the percentage of coronary 
thrombosis increased. Interestingly, incidence of 
bronchopneumonia also increased in Englewood, 
primarily because of the greater number of boy 
and young women patients (table 2). 

For every disorder in Englewood Hospital per- 
centages of young women patients (between 18 
and 44 years of age) exceeded those in Kingston 


a 
: 
Asthma 
Englewood Kingston Englewood Kingston Eng) n a 
at 18-44 ...... 6 0 
% 67 60 40 37 66 37 26 48 538 
18 
33 40 60 63 33 34 638 62 47 : 
Total 
86 82 207 38 222 107 64 21 66 
mnchopneumonia 
4 
a Age Group, Yr. 
2 «618 7 9 
9 
% older........ 50 59 60 24 27 33 48 5b 43 6 4 62 
Total : 
5 NO. .cccceccee 186 332 361 98 134 160 6 82 161 126 172 211 
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Hospital, most particularly for hypertension and 
ulcer. Generally women of all ages were more 
frequently patients with psychosomatic disorders 
in Englewood than in Kingston, but this was largely 
due to the preponderance of the young group in the 
population. Of these women, 92% were married. 
Moreover, relative percentages of women patients 
with coronary thrombosis and duodenal ulcer have 
increased in Englewood Hospital. 

More older persons were patients with every 
psychosomatic disorder in Kingston than in Engle- 
wood Hospital. However, percentage-wise, more 
older persons in Englewood were patients with 
bronchopneumonia, the nonpsychosomatic disorder 
used for comparison. (The greater general incidence 
of elderly patients with psychosomatic disorders in 
Kingston Hospital is not surprising, as that com- 
munity has a larger older population, estimated 
from the 1950 census as about 1.4 times as many 
persons past 60 years of age as in the Englewood 
area.) Comparable mobilities, with migration rates 
calculated from the 1950 census used as an index 
and supported by subsequent interim census re- 
ports, indicate that the average annual migration 
rate for Bergen County has been about 7%, for 
Ulster County about 5%, and for Cattaraugas 4%. 

It seemed that rapid social mobility was related 
not only to emotional difficulties but also to a rising 
incidence of tension-related psychosomatic dis- 
orders. Such disorders as coronary thrombosis, duo- 
denal ulcer, essential hypertension, and hyperten- 
sive cardiovascular disease were more prevalent in 
the rapidly growing mobile communities and less 
so in the more slow-growing, stable one. The inci- 
dence paralleled the degree of mobility. It seems 
that divorce and suicide rates also follow this pat- 
tern, and this is presently under further investiga- 
tion. 

Not only were there differences between more 
and less mobile communities, but within the same 
more mobile county the incidence of coronary 
thrombosis and hypertension rose in the period of 
rapid community growth and expansion—1950-1958. 
Incidence of coronary thrombosis also rose in the 
more stable comparison community, suggesting that 
we are observing a large-scale problem, more pre- 
valent in, but not limited to, the rapidly growing 
areas of the country and associated with the national 
increase in mobility since World War II. 

In this study, as well as others, it was apparent 
that, although all groups presently have more dif- 
ficulties, the young married women were relatively 
more prone to react with psychosomatic disorders 
and other emotional difficulties than other adult 
groups in the mobile communities. Boys seemed to 
suffer more than girls. The elderly were having 
greater difficulties in the rural areas where emigra- 
tion, rather than immigration, is the main form of 
geographical mobility. 
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One cannot assume a causal relationship between 
mobility and over-all rise in incidence of psychoso- 
matic disorders seen in a suburban hospital, for an 
argument can be documented that the emotionally 
unstable are more mobile than the emotionally 
stable and that the potentially hypertensive or 
ulcerous will be more mobile. But it is harder to 
show why married women and sons, whose rates are 
rising, were more unstable than the men, when 
much of geographical mobility frequently is related 
to husbands’ new job opportunities. The wives and 
sons are sometimes reluctant travelers. There is 
plenty of evidence that the marginally adjusted per- 
sons who have constitutional susceptibilities, and 
who have been sensitized by unfortunate early life 
experiences, become psychiatric and psychosomatic 
patients more often. Perhaps this mobility increases 
the strains on their already heavily taxed systems 
to the point of illness. Thus there seems to be a 
circular causal relationship. But in a small percent- 
age of cases there is no history of major predisposi- 
tion. 

One disease, asthma, was more prevalent in the 
rural community. This illness is not a tension dis- 
order but a parasympathetic psychosomatic disorder, 
closely associated with emotional depression and 
“unresolved dependence.” * It occurred more fre- 
quently in Kingston Hospital in the heart of the 
Hudson Valley, which is noted for respiratory ail- 
ments and which is a community with many lone- 
some elderly people. A high incidence was found in 
the older members of the population. They are being 
left behind there, are without adequate activities, 
and are often quite depressed. 

Change in Social Role of Married Women.— 
Married women are undergoing a long-term change 
in social role in the United States as a result of 
greater economic, political, and educational op- 
portunity. This opportunity brings with it expecta- 
tions for greater independence and assumption of 
responsibility. 

Traditionally, and particularly in the more restric- 
tive ethnic groups, into which many of the Bergen 
County women were born, women were protected 
and kept dependent but were provided much help 
and honor in their homemaking and child-rearing 
role by the other members of the family. With the 
disruption of big multigeneration family living and 
the moving of married women away from their pa- 
rental homes and neighborhoods, in the present 
American pattern, many women are exposed to re- 
sponsibilities for which they are poorly prepared, 
and for which they receive little assistance, guid- 
ance, relief, and relatively less recognition and 
praise. 

They have not learned the techniques of con- 
siderate self-assertiveness necessary to making 
friends, of competition, and of realistic inde- 
pendence. They are shy, unassertive, and insecure. 
An unrealistic precarious “pseudoindependence” is 
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thrust on them. The other women in the community 
are often similarly strained, and are often from dif- 
ferent religious, ethnic, and cultural backgrounds. 
Communication and mutual assistance thus do not 
readily take place. Husbands do not understand the 
problem either and are themselves working long 
hours, fulfilling their business responsibilities. They 
are often chagrined at their wives’ complaints but 
are not very encouraging, respecting, praising, or 
helpful with “women’s work.” 

Some women, often similarly protected and re- 
stricted in early life, have also acquired intellectual, 
social, business and professional, and artistic in- 
terests and tastes as a result of their educations and 
backgrounds which often go frustrated in the house- 
wife’s daily routine. The woman who constitution- 
ally or genetically was endowed with a sensitive 
stomach, and who may have undergone some early 
conditioning through unpleasant experiences with 
food and eating, may develop an ulcer in a con- 
tinuing atmosphere of anxiety, chronic tension, 
frustration, and confusion which she cannot compre- 
hend and relieve. She may perhaps be particularly 
susceptible, if she has acquired the temperament 
described by Friedman and Rosenman, and drives 
herself compulsively to maintain a meticulously 
clean house, meanwhile meeting schedule dead- 
lines—chauffeuring husband to and from the com- 
muter train and children to and from _ school, 
preparing meals, and so forth. 

Under these circumstances of increased demands 
and expectations of poorly prepared women, with 
attendant rise in their rates of situational emotional 
maladjustments and other psychiatric disorders, and 
in psychosomatic reactions, are we observing the 
beginnings of an equalizing of the morbidity rates 
of the sexes? In the 19th century ulcer was more 
prevalent in women than in men, as it is at 
present.° Already in Englewood Hospital 40% of 
ulcer cases in young adults occur in women. Even 
the incidence of bronchopneumonia is rising with 
them, for young women without family and friends 
to rely on, and who cannot afford paid help, cannot 
go to bed with a bad cold but must care for their 
preschool children, shop, and continue “on the job” 
—until they are laid low by pneumonia. It seems 
apparent that any attempt to relieve the tensions 
related to psychosomatic disease must take into con- 
sideration the needs of wives and children, as well 
as husbands, all of whom may suffer. 

Assumption of and Preparation for Responsibility 
in Men.—Let us consider further the problem of as- 
sumption of and preparation for responsibility with 
regard to men. Lee and Schneider's ' very interest- 
ing paper on hypertension and arteriosclerosis in 
executives showed that top executives had less of 
these disorders than the lesser executives and white- 
collar workers. This finding is not surprising when 
we consider some of the sociodynamics and psycho- 
dynamics. 
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Is it responsibility alone that leads to emotional 
strainP Many top executives have had excellent 
preparation for responsibility, through upper- 
middle-class and upper-class birth, good education, 
and guidance and assistance while they were young 
by family and friends who themselves were experi- 
enced top executives. They do not necessarily feel 
“the strains of executive responsibility” too severely. 
The making of decisions does not of necessity pro- 
voke anxiety and tension. It is the possibly deleteri- 
ous consequences to the decision maker of a wrong 
decision which may cause him anxiety and grief. 

The person who has been sensitized by stresses in 
early life may be far more susceptible to emotional 
and psychosomatic disorders. He may have come 
from a home in which his father was out of work 
during the Depression and took to drink, in which 
the parents were immigrants and could not prepare 
him well for adjustment to the American culture, or 
in which parents were separated, divorced, or 
widowed. This person, if exposed to the realistic 
strains of upward mobility, is more likely to develop 
an emotional and/or psychophysiological disturb- 
ance in adult life. He is usually not a top execu- 
tive; he has not come that far yet. He is struggling 
upward out of the working class into subexecutive 
white-collar jobs and lesser managerial positions for 
a secure, more stimulating, and interesting life, and 
in order that he will not be thrown back into an 
often hungry, or stultifying, or degraded position in 
a culture that recognizes the man who gets ahead 
and scorns the failure. The recent-generation Ameri- 
can, the night school scholar, the man from the 
minority ethnic or religious group, the struggling 
rapidly upwardly (and against downwardly ) mobile 
person is more likely to be the potential psychiatric 
or psychosomatic patient. He usually has no close 
and loving experienced parent to guide him in his 
decisions. He must learn everything the hard way— 
by personal trial and success or error. The upward- 
ly mobile person may have a great’ deal to lose and 
knows it well. If his decision backfires he may lose 
his job and his future and be thrown back to the 
insecurities of his past. He wears his responsibilities 
heavily. 

The financially and socially well-to-do and well- 
born person has usually been burned less in his 
early years and is often well established so that he 
cannot be much hurt if he makes a bad decision 
once in a while. He has not much to fear from the 
past, present, or future so can relax at the end of the 
day, can exercise, look after his health, and play. 
Often (but not always) our top executives are born 
to their class. They carry more responsibility, but 
they have had better preparation and less to fear 
and dread. The lesser executives and nonexecutive 
white-collar groups have usually risen to their posi- 
tions from humbler origins. Our Englewood and 
Bergen County new residents, and particularly our 
psychiatric patients, are largely drawn from the 
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latter groups.’ One wonders whether physicians, 
too, who also have a higher mortality from heart 
disease," are not in large part from similar socio- 
economic situations. 

The upwardly mobile are often fiercely competi- 
tive, “driving,” and excitable in their effort to con- 
tinue to strive upward and to keep from being 
crushed back down. Their physiological mechanisms 
for coping with both acute and chronic stress are 
already overtaxed. They themselves are pushed and 
they are continually struggling with each other for 
a place at the top. Hollingshead and Redlich * have 
shown that the top echelon of the upper class in- 
sulate themselves from the upwardly striving and 
make it not at all easy for the latter to rise. They 
have already arrived and naturally protect them- 
selves from the unpleasant aggressiveness and com- 
petitiveness of the climbers struggling upward. Thus 
the upwardly mobile usually must compete most of 
the way for greater security and an enjoyable re- 
warding life. In the mobile suburbs they are the 
majority. All struggling together, they compete with 
each other. They provoke discomforts for each other 
in home, office, and on the highway, and they re- 
condition each other’s emotional-psychophysiologi- 
cal disturbances. This type of person will only stop 
when he feels that he has found a really secure and 
interesting place for himself and can settle back, 
feeling well protected, and begin to relax and enjoy 
living. When the memories of his past are no longer 
supported by present dangers, his anxiety and ten- 
sion can subside. However, he still has to learn to 
play, for most of his education has been for work, 
not for constructive leisure, and perhaps by this 
time irreversible anatomic damage already may 
have occurred to his system. 

His wife will relax after she also has learned 
greater skill, efficiency, and confidence in coping 
with her new and difficult responsibilities and when 
she has found helpful assistants, helpers, and ad- 
visers among her family and new neighbors and in 
her husband. She, as well as her husband, once she 
has the security of fulfilling her responsibilities com- 
fortably, must still learn better to enjoy her freedom, 
independence, and leisure constructively. The psy- 
chophysiological mechanism of reciprocal inhibition 
will then operate. The person who is enjoying him- 
self does not experience emotional tension symptoms 
readily. 

The Father-Son Problem.—As to the father-son 
problem, the modern middle-class father’s work and 
leisure are geared toward his individual economic 
success. His son contributes little to this, in contrast 
to a farmer's or blacksmith’s son. On the contrary, 
children interfere with personal advancement as 
well as freedom. The cost of their education repre- 
sents an increasingly greater threat to the father’s 
financial security. Children interfere with husband 
and wife companionship and personal leisure. 
Fathers, sensing their sons’ needs, but having little 
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in common that is mutually profitable, may try to 
play with sons on the latters’ level. This is done 
partly out of a sense of obligation and compulsion 
and, needless to say, is not as wholesome as if it 
arose out of larger common goals."° 

Conspicuous Consumption.—Many of our patients 
are overconcerned about keeping up appearances: 
a new car every few years is to them almost a neces- 
sity, there cannot be a blade of crabgrass in the 
lawn, the house must be spotless and dustless, the 
children must be kept scrubbed clean. For the 
already overstrained couple, “conspicuous con- 
sumption” can help cause bad tempers and high 
blood pressure. 

Effectiveness of Insight in Psychotherapy.—A 
word of caution: only if a person’s difficulties are 
entirely in the past, and his present is devoid of 
realistic anxiety-producing and _ tension-producing 
dangers, can he “take hold of himself,” “slow down,” 
and “stop worrying”—and then not always. He usual- 
ly must be shown why he is under tension and that 
the strain is now over. This is the essence of the 
effectiveness of insight in psychotherapy. Our auto- 
nomic nervous system functions as its name in- 
dicates—automatically—it is not under conscious 
control. We cannot will it to “calm down.” It reacts 
reflexly to actual events in our present lives or re- 
minders of stressful events from the past (condi- 
tioned stimuli) which indicate possible potential 
danger. Injunctions to “stop pushing yourself or 
youll have a heart attack” may even add a new 
fearful stress unless practical suggestions are offered 
as to the means by which life can be made much 
easier and more realistically secure. A pattern of 
behavior, both psychological and psychophysiologi- 
cal, can be changed, but only after removal of real 
objective difficulties—“traumas,” “stresses,” “strains,” 
psychological or physical injuries—dangers that are 
both conditioned and unconditioned stimuli for 
evoking the behavior. 

Once the real situation has improved, a calming 
down can occur. However, a psychosomatic or emo- 
tional discrder is itself a stress, and a disgrace in our 
society’s thinking. The fears of patients with psycho- 
physiological symptoms, whether with organic 
lesions or not, are increased by the very presence of 
the symptoms. They have seen friends and relatives 
succumb to emotional disorder, heart attacks, or 
early death. They are thus prone to dread these con- 
sequences. This new worry itself, conditioned to 
real occurrences in their lives, exacerbates their dis- 
orders. Thus personal and social strains in their lives 
arouse tension, make for fears, and contribute to 
psychophysiological disorders. Then the symptoms 
of the disorder add to the fears and a vicious cycle 
is under way. 

Thus we help our patients not by frightening in- 
junctions but by clear explanations of how their 
symptoms and disorders came about, the physiologi- 
cal mechanisms, personality factors, and social and 
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economic problems. Understanding is reassuring 
and can lead to intelligent action. Further guidance 
as to the method of reducing the stresses and strains 
—the dangers and difficulties in their lives—may 
permit a calming down and gradual extinction of 
the reversible part of their psychophysiological 
reactions. This approach is most important and will 
be further elaborated in the following section. 

Treatment, Rehabilitation, and Prevention.—In- 
vestigation of the many factors correlated with 
various psychosomatic disorders ultimately leads to 
better treatment and control. A series of studies of 
emotional disorder associated with pregnancy and 
childbearing '* has helped develop an apparently 
useful program of preventing or ameliorating post- 
partum emotional difficulties at the Englewood 
Hospital. A technique useful in alleviating these 
acute and usually short-lived puerperal disorders 
may not be exactly applicable to chronic psychoso- 
matic disorders, but the method of investigation 
possibly may serve as a model with other illnesses. 

In brief, this method was as follows. First, the life 
histories were studied of four groups of women: 
(1) those who suffered postpartum psychiatric dis- 
orders, (2) those who suffered milder postpartum 
upsets but who were managed without psychiatric 
help, (3) normal new mothers, and (4) married 
women of the same age who suffered psychiatric 
disorders unassociated with pregnancy. 

First, the stressful life history features which 
separated the various groups were identified. Sec- 
ond, a prediction scale of significant life history 
items was developed and tested on new series of 
new mothers. It was found to identify in the aggre- 
gate the subsequently emotionally upset. Third, 
study of items correlated with emotional upset and 
their intercorrelations with each other led to develop- 
ment of hypotheses as to dynamics of the disorders. 
Fourth, a set of instructions to expectant parents 
was developed from these hypotheses which pointed 
to some of the potential dangers and suggested 
means of modifying the situation. This was put to 
test with quite successful results with the experi- 
mental as compared to the control groups of sub- 
jects. Fifth, responses of the subjects in relation to 
the recommendations of the instructions were 
measured and their intercorrelations with each other 
obtained. These are now leading to further improve- 
ments in the instructions. 

A possible investigation of cardiac disorders, per- 
haps leading to improved rehabilitation and pre- 
vention, is now being planned at the Englewood 
Hospital, with this experimental design used as a 
model. It was hypothesized that the apparent suc- 
cess with postpartum patients was related to a 
method of instruction which demonstrated the 
realistic and practical steps to take to reduce stresses 
and strains that demonstrably precipitate emotional 
difficulties. Less may possibly be done in reducing 
the effect of early childhood sensitization and con- 
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ditioning to emotional and psychosomatic disorders. 
But the previous study seemed to indicate that only 
two 40-minute classroom sessions of instruction in 
antenatal classes were quite effective in helping 
subjects make the necessary changes in their lives 
prior to delivery and in preventing postpartum 
emotional difficulties from developing. Perhaps in- 
creasing study of the important environmental 
stresses that precipitate other psychosomatic condi- 
tions, particularly coronary artery disease, in con- 
junction with many other approaches, may help 
develop practical information which will be useful 
in prevention, treatment, and rehabilitation. 


Summary 


Investigation was made of the comparative over- 
all incidences of asthma, coronary thrombosis, duo- 
denal ulcer, essential hypertension, and hyperten- 
sive cardiovascular disease in several communities 
which differ in mobility. The age distribution, sex 
pattern in 1957, and the change in pattern from 
1950 to 1958 were also obtained. Bronchopneu- 
monia was used as a comparison disorder. 

Tension disorders were most prevalent in a rap- 
idly growing suburban community and least prev- 
alent in a stable rural area. Differences in incidence 
were highest and incidence rose the most in young 
married women in the period of rapid growth in 
the suburb. Asthma was more prevalent in Kingston, 
a community of many older people. Generally, older 
people had more psychosomatic illness in stable 
rural areas and younger persons had more in the 
growing suburb. The data support those found in 
other investigations of psychiatric inpatients and 
outpatients. 

275 Grand Ave. (Dr. Gordon). 
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Laennec was the first to propose that asthma is 
a neurosis dependent on either a functional or an 
organic change in the nerve centers.’ This hy- 
pothesis has received increasing support until the 
present time, so that asthma is considered by some * 
to be a classic example of a psychosomatic disease. 

Reports to date of the psychological traits con- 
sidered characteristic of patients with asthma have, 
however, been conflicting. This conflict possibly 
results from variable diagnostic criteria for asthma, 
sampling of the asthma population, and psycho- 
logical investigative techniques utilized. 

One of the most widely used psychometric tools 
has been the Minnesota Multiphasic Personality 
Inventory (MMPI). It has been extensively investi- 
gated with respect to factor loading, reliability, and 
validity of the whole test and individual scales. 
Because of the literature available defining the 
limitations of this test,* it was thought that it might 
be of aid in the psychological study of a medically 
well-defined population of asthma patients. 

If there is validity to the hypothesis that asthma 
is a psychosomatic disease, then analysis of the 
data obtained by a test that purportedly detects 
the psychological traits characteristic of such a 
disease should demonstrate these to be present to 
a significant degree in a group of patients with 
asthma. 


Method 


The MMPI scales were constructed by compar- 
ing the responses of patients with established 
psychiatric diagnoses with those of persons not 
under psychiatric care; these were termed as fol- 
lows: hypochondriasis (Hs), depression (D), hysteria 


From the Long Beach Veterans Administration Hospital Allergy 
Clinic and Allergy Research Laboratory. 


SOME PSYCHOSOMATIC ASPECTS OF ASTHMA 
Charles L. Heiskell, M.D., John M. Rhodes, Ph.D. 


Kent H. Thayer, M.D., Long Beach, Calif. 


The validity of the hypothesis that asthma 
is a psychosomatic disease was tested in a 
study of 44 patients with bronchial asthma, 
15 with allergic rhinitis, and 9 with pulmo- 
nary emphysema. All patients took the short 
form of the Minnesota Multiphasic Personality 
Inventory (MMPI). When the asthmatics were 
classified as to the severity of their dyspnea, 
a correlation was found indicating that the 
scales for hypochondriasis, depression, and 
hysteria reflected some variable related to 
the functional classification of the asthma. 
No comparable correlation was found with 
the amount of medication taken by the pa- 
tient or the duration of the asthma. Asthma 
could be called a psychosomatic disease, but 
the possibility that some of the scores in 
the MMPI may actually be a more direct 
measure of symptoms requires further investi- 
gation. 


(Hy), psychopathic personality (Pd), paranoia (Pa), 
psychasthenia (Pt), masculinity-femininity of in- 
terest (Mf), schizophrenia (Sc), and hypomanic 
trends (Ma). The lie score (L) and validity score (F) 
are for determining the patient’s understanding, 
cooperativeness, and tendency to place himself in 
a favorable light. The K scale is designed to in- 
crease the discriminatory value of the Hs, Pd, Pt, 
Sc, and Ma scales.* 

The group studied consisted of 44 patients with 
bronchial asthma, 15 patients with allergic rhinitis, 
and 9 patients with pulmonary emphysema. All 
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were selected in sequence from the patients seen 
in the Long Beach Veterans Administration Hos- 
pital allergy clinic during a three-month period. 

The diagnosis was established by the character- 
istic symptoms, physical findings, laboratory data, 
and skin reactions to allergens thought to be con- 
sistent with the patient's history. This limited the 
patients of the asthma group to those with a 
relatively well-defined allergic condition, and it is 
believed that no patients were included with sig- 
nificant pulmonary emphysema, bronchiectasis, 
congestive heart failure, or neurotic hyperventila- 
tion. The group with allergic rhinitis included no 
patients with evidence of such complications as 
deviated nasal septum or purulent sinusitis. 

All patients with asthma and allergic rhinitis had 
been observed at weekly intervals for purposes of 
a therapy investigation for at least six months and 
had been carefully evaluated and classified on the 
basis of functional ability. The nine patients with 
pulmonary emphysema were selected in sequence 
from a group referred to the clinic because of 
dyspnea and wheezing. Their true diagnosis was 
established on the basis of pulmonary function 
studies and exclusion of asthma by absence of the 
characteristic history, symptoms, and _ significant 
skin reactions to allergens. 

All patients were given the short form’ of the 
MMPI and were allowed to complete it without 
time limitation. Absolute scores on the various 
scales were converted to standard score (TorTc 
scale) for purposes of comparison. 


L F K Hs D Hy Pd Mf Pa Pt Sc Ma 


Fig. 1.—MMPI profiles of patients with asthma, functional 
classes 1, 2, and 3. 


Results 


The resultant mean profiles were determined for 
the subgroups of patients with allergic rhinitis, 
asthma, and pulmonary emphysema. The patients 
with asthma were arbitrarily subclassified into five 
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groups at the time of testing on the basis of func- 
tional ability according to the following criteria 
as applied to the three-month period prior to test- 
ing: 1. The patient had definitely established 
asthma at some time in the past but no significant 
paroxysms. 2. The patient had occasional episodes 


y Pd Mf Pa Pt Se Ma 


50 


Fig. 2.—-MMPI profiles of patients with asthma, functional 
classes 4 and 5. 


of wheezing and dyspnea but not severe enough 
to require continued medication or interfere with 
sleep, daily activities, or regular work. 3. The pa- 
tient had frequent paroxysms of wheezing and 
dyspnea severe enough to require medication at 
least weekly, causing occasional loss of sleep, occa- 
sional interference with daily activities, but less 
than one week’s work loss due to asthma. 4. The 
patient had daily paroxysms of wheezing and 
dyspnea requiring regular medication, with mod- 
erate to marked interference with daily activities, 
and causing from one to three weeks’ work loss due 
to asthma. 5. The patient had daily to continuous 
wheezing and dyspnea requiring constant medica- 
tion, over two weeks’ hospitalization for asthma, or 
over three weeks’ loss of work due to asthma. 
Mean scores for patients with asthma in the vari- 
ous functional classes are shown in figures 1, 2, and 
3. It is evident that those with asthma in func- 
tional class 1 show the so-called psychosomatic V 
(characteristic relationship of high scores for Hs, 
D, and Hy scales), with classes 2 and 3 showing 
progressively greater increases in these scores and 
retaining the same relative quantitative relation- 
ship among them. Classes 4 and 5 show no further 
increase in the Hs and D scores over those of class 
3 but do show a relative decrease in the Hy 
score, with consequent disappearance of the 
psychosomatic V. (This phenomenon has been 
called “somatization” and is said to be a character- 
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istic modification of the “conversion V” when an 
“organic,” as opposed to a “functional,” cause for 
symptoms is present.) 

In order to compare the area of the psychoso- 
matic V present in the different functional classes 
of asthma, the score ("*{"")—D was computed (see 
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The group with pulmonary emphysema showed a 
profile with the greatest deviation from the normal 
mean (fig. 3) but it still retained a definite similiarity 
to profiles of the first three functional classes of 
asthma so far as the Hs, D, and Hy scales were 
concerned. The group with allergic rhinitis had a 


Average Scores for Hs, D, Hy, Psychosomatic V, and Anxiety Scales for Patients with Allergic 
Rhinitis, Asthma, and Pulmonary Emphysema*® 


Hs 
Group (No, of Patients) Av. S.D.+ 
Asthma, functional class 
61.5 12.3 
67.6 12.7 
71.9 13.8 
70.5 11.3 
70.5 18.5 
82.8 18.0 


MMPI Scales Psycho- 
somantie V, Anxiety, 
Hy Hs+Hy D Hs+Hy Hs+Hy+D 
8.D. 2 Ay. 8.D. Wed 3 
12.1 62.2 59.8 11.0 2.4 61.4 
10.5 63.3 56.1 8.1 8.2 60.6 
9.0 66.9 63.5 10.0 3.4 65.8 
8.5 71.2 69.5 8.6 17 70.6 
12.0 67.1 66.8 12.0 03 67.0 
15.0 65.8 70.0 12.8 —4.2 67.2 
9.7 75.8 71.5 11.5 43 77.9 


* Hs =: hypoehondriasis, D = depression, Hy = hysteria. 
+ S.D. = standard deviation. 


table) and compared to the functional class. There 
appears to be a close negative correlation between 
increasing functional impairment by group and 
the area of the psychosomatic V shown in the mean 
profiles. (The score "**?*"* has been said to be 
a measure of anxiety * and shows less correlation 


L_F K Hs D Hy Po Mf Po Pt Sc Ma 
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ALLERGIC RHINITIS 


Fig. 3.—-MMPI profiles of patients with allergic rhinitis 
and pulmonary emphysema. 


with degree of functional impairment than does 
the psychosomatic V.) These data would indicate 
that the Hs, D, and Hy scales and their interrela- 
tionships effectively reflect some variable related 
to the functional classification of asthma. 


profile which also resembled those in the first three 
functional classes of asthma, particularly functional 
class 1, in which the patients had been asympto- 
matic for three months prior to taking the test. 

Since patients with asthma have a functional 
capacity at least partially dependent on the amount 
of medication they receive, they were also arbi- 
trarily subclassified on the basis of therapy received 
according to the following criteria, as applied to 
the three-month period prior to testing: 1. The 
patient needed and took no medication. 2. The pa- 
tient took only occasional doses of sympathomi- 
metic drugs orally. 3. The patient regularly took 
sympathomimetic drugs orally, with occasional, but 
not regular, use of sympathomimetic nebulization 
or aminophylline suppositories. 4. The patient regu- 
larly took sympathomimetic drugs orally, used 
sympathomimetic nebulization daily, and received 
epinephrine injections not more than once weekly. 
5. The patient took any or all of the above medica- 
ments but received an average of more than one 
epinephrine injection weekly or was on long-term 
steroid medication. There appeared to be no sig- 
nificant correlations between MMPI scores and 
therapeutic classification. 

Patients were also classified into four groups ac- 
cording to duration of their asthma, and the mean 
scores were computed. Again, there appeared to 
be no significant correlation between this factor 
and the MMPI scores. 


Comment 


It is evident that patients with asthma show an 
MMPI profile with characteristically high scores 
for the Hs, D, and Hy scales, in a relationship 
which has been called the psychosomatic V. On 
the basis of this consistent finding asthma could, 
therefore, be called a “psychosomatic” disease. It 
is further evident from these data that the closest 
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correlation of this phenomenon is found to be with 
the degree of the patient's functional impairment 
or the severity of his illness. Patients with allergic 
rhinitis, who were comparatively unimpaired in 
relation to significant interference with sleep, 
daily activities, and ability to work, showed a pro- 
file similar to that of patients with asthma in 
functional class 1, who were also comparatively 
unaffected by their disease during the three months 
prior to testing. The remaining functional classes 
of patients with asthma showed increasing scores 
on these scales as the degree of functional impair- 
ment increased. The patient with pulmonary em- 
physema, with no evident allergic disease but with 
similar symptoms and even greater functional im- 
pairment than the patients with asthma, showed 
the greatest increase in these scores (and could also 
be said to have a psychosomatic disease). 

All objective supportive evidence, including posi- 
tive family history of allergy, associated allergic 
stigmata such as urticaria and allergic dermatitis, 
and number and intensity of positive skin reactions 
to allergens, indicated that the patients with aller- 
gic rhinitis were equally as “allergic” as the patients 
with asthma. The patients with pulmonary emphy- 
sema had no demonstrable allergy. If these groups 
are arranged in a continuum from the one having 
no significant functional impairment to the one 
most severely impaired, it is evident that the degree 
of profile deviation from the normal mean is more 
closely correlated with symptom severity than 
presence of allergic disease. It is further evicent 
that, in the patients with asthma, the psychosomatic 
pattern of the profile progressively decreases as 
symptom severity increases. 

It is possible that this unexpectedly close correla- 
tion between the patient’s symptom severity and 
type of MMPI profile may arise from anxiety over 
symptoms. It has been suggested that the Hs, D, 
and Hy scores will serve as a rough measure of 
anxiety.° The mean anxiety scores for the groups 
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studied are given in the table. It is evident that 
this score does not show so close a relationship to 
functional impairment as does the psychosomatic V. 

An alternative explanation of some of this corre- 
lation is that a portion of the Hs, D, and Hy scores 
may actually be a more direct measure of symp- 
toms. This hypothesis is currently under inves- 
tigation. Complete determination of the factors 
responsible for these scores in patients with asthma 
will be evident from an item analysis of these re- 
sponses, as well as other psychometric and projec- 
tive techniques presently in use in this clinic to 
investigate the psychological traits of the patient 
with asthma. 

Summary 

Study of a well-defined population with bronchial 
asthma with use of a well-known psychometric tool, 
the Minnesota Multiphasic Personality Inventory 
(MMPI), indicated that the “psychosomatic” pro- 
file is more closely correlated with the degree of 
functional impairment than the presence or ab- 
sence of allergic disease. 

5901 E. Seventh St. (4) (Dr. Heiskell). 


Mrs. Elsie Carruthers and Miss Arden Knaak assisted in 
test administration, scoring, and data compilation. 
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that pathogenic staphylococci were steadily ingested by human leukocytes in 


G te LOCOCCI WITHIN PHAGOCYTIC CELLS.—Some years ago we noted 


systems in which other virulent microbes failed to be phagocytosed. Despite 


the fact that virtually all staphylococci were ingested by leukocytes, little or no kill- 
ing of staphylococci could be detected. Subsequent studies indicated that certain 
staphylococci could survive for long periods within both human and rabbit poly- 
morphonuclear leukocytes and that this ability correlated well with . . . pathogenic- 
ity. . . . Strains of coagulase-positive staphylococci isolated from human infection 
invariably survived for four to five hours within the interior of polymorphonuclear 
leukocytes. In contrast, coagulase negative strains isolated from the skin, air, or an- 
terior nares were almost uniformly killed within leukocytes during this time period. 
A sharp differentiation could thus be made between these two . . . species of staphy- 
lococci. Subsequent studies by Tompsett showed that such pathogenic staphylococci 
could also survive within mononuclear phagocytes obtained from rabbits while non- 
pathogenic strains did not.—-D. E. Rogers, Observations on the Nature of Staphy- 
lococcal Infections, Bulletin of the New York Academy of Medicine, January, 1959. 
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FATALITY AFTER INJECTION OF SCLEROSING AGENT TO PRECIPITATE 
FIBRO-OSSEOUS PROLIFERATION 


Richard C. Schneider, M.D., Jack J. Williams, M.D. 
and 


Leopold Liss, M.D., Ann Arbor, Mich. 


In 1956 a monograph was published which indi- 
cated that the cause of low back pain in many pa- 
tients was relaxation of the ligaments about the 
joints of the spine and pelvis." The treatment ad- 
vocated was the intraligamentous injection of a 
proliferating solution of the sodium salt of a veget- 
able oil fatty acid to develop a maximum amount 
of fibrous tissue and bone, thereby affording joint 
stabilization. At the time of publication of the 
monograph, 4,000 injections of such a solution had 
been made “within the ligaments of a variety of 
articulations with no unfavorable incident or se- 
quelae.” Cures were reported for over 90% of the 
patients treated. 

Although this form of therapy, namely, the injec- 
tion of a fibro-osseous proliferating solution into the 
joints, has been without unfavorable incident in the 
hands of its author, the case reported here demon- 
strates one of the possible tragic complications of 
such therapy undertaken by another practitioner 
using this method. 


Report of a Case 


A 50-year-old woman had intermittent attacks of 
low back pain and sciatica bilaterally for 15 years. 
Her discomfort was not accentuated by coughing, 
sneezing, or straining at defecation. There had been 
several episodes of minor trauma to the spine, but 
there was no single major precipitating factor re- 
sponsible for her symptoms. 

She was able to bend forward, tilt toward either 
side, and bend backward readily. A straight leg 
raising test gave negative results on the right side 
to a 90-degree angle; the results appeared to be 
positive at a 30-degree angle on the left side. 
Dorsiflexion of the foot accentuated her pain. How- 
ever, when her attention was diverted, the left 
thigh could be flexed on the abdomen and the leg 
extended completely without discomfort. At that 
time, dorsiflexion of the foot caused no sciatic pain. 
There were no sensory or reflex changes. Her spinal 
fluid protein level was 44 mg.%. The patient im- 
proved on two occasions on a regimen of pelvic 
traction, bed boards, bed rest, a back brace, and 
sedation; but later she developed intermittent re- 
currence of her symptoms. 

In June, 1957, the patient had her case reports 
transferred to a physican in another community 


From the Department of Surgery, Section of Neurosurgery, and De- 
partment of Neuropathology, University of Michigan Hospital and St. 
Joseph Mercy Hospital. 


A 50-year-old woman with a long history 
of lumbar and sciatic pain had only tempo- 
rary and incomplete relief after conventional 
treatment. An attempt was made by another 
physician to stabilize the joints concerned 
by injecting a sclerosing solution into the 
ligaments about the lumbosacral joint. There 
was immediate pain, paralysis, and inconti- 
nence. In the following months symptoms of 
basilar arachnoiditis and hydrocephalus ap- 
peared. The patient was referred to the 
authors for treatment. Ventriculostomy, de- 
compressive craniotomy, and other measures 
for reducing intracranial pressure failed be- 
cause of the extensive adhesions. The sites 
described for the injection of the sclerosing 
solution lie near several dangerous areas 
where a needle might enter the subarachnoid 
space. This technique for stabilizing inter- 
vertebral and paravertebral joints is extreme- 
ly unsafe. 


who was using the injection technique for creating 
fibro-osseous proliferation of the ligaments with 
presumed stabilization of the joints. After a diag- 
nosis of unstable ligaments of the back had been 
made, the patient was placed in a prone position 
on the table, the site of the lumbosacral joint was 
identified, and the solution (stated to be zinc sul- 
fate in 2.5% phenol solution) was injected in the 
midline into the ligaments about the lumbosacral 
joint. She developed immediate severe pain in the 
legs, was paralyzed from the waist downward, and 
had loss of bladder control. On attempting to arise 
from the table she fell to the floor. She was hos- 
pitalized for several days at two hospitals in that 
community. During this time she gradually re- 
gained almost complete use of her legs, although 
from the time of injection she continued to require 
an indwelling catheter for bladder function and 
cleansing enemas for bowel care. Eventually she 
was discharged to her home for convalescence. 

In September, 1957, the patient was treated at 
St. Joseph Mercy Hospital in Ann Arbor for severe 
cystitis and nephritis. On Oct. 27, 1957, she was 
readmitted to the hospital complaining of nausea, 
vomiting, paresthesias over the buttocks and legs, 
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perioral numbness, blurred vision, headaches, and 
generalized malaise. She had developed diplopia 
due to a right sixth nerve palsy. On examining the 
fundi, 2 D. of papilledema were found, with retinal 
hemorrhages and engorged retinal veins bilaterally. 
She had a mild peripheral facial paresis on the 
right, progressive weakness of the right leg, nuchal 
rigidity, and slurred speech. A diagnosis of basilar 
adhesive arachnoiditis was made. 

On Nov. 1, 1957, ventriculograms demonstrated 
a widely dilated ventricular system. Unfortunately 
the anteroposterior and occipital views were unsat- 
isfactory. The so-called Swedish views taken in the 
anteroposterior and posteroanterior position with 
a horizontal beam exhibited a marked degree of 
hydrocephalus (fig. 1). In the brow-down view not 
only was air seen in the occipital horns but some 
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Trendelenburg position and administering phenyl- 
ephrine (Neo-Synephrine) hydrochloride intrave- 
nously. Her vital signs were permitted to stabilize 
for an hour. Inasmuch as the patient’s condition 
had deteriorated in spite of ventriculostomy during 
the 48 hours prior to operation, it was believed that 
she wouid not improve further and that this would 
be the last chance afforded her for relief of block- 
age of the cerebrospinal fluid due to adhesions at 
the cisterna magna. Therefore, suboccipital crani- 
otomy was performed. When the posterior fossa was 
exposed and the dura opened, a markedly adhesive 
arachnoiditis was found about the rim of the 
cisterna magna. 

Indigo carmine was injected into the ventricular 
system at the site of the posterior parietal ventricu- 
lostomy on the left. The contrast medium readily 


Fig. 1.—Right, anteroposterior and, left, posteroanterior ventriculographic views showing marked hydrocephalus. 


was seen in the cisterna magna (fig. 2). This sug- 
gested the presence of a communicating hydro- 
cephalus. Because of the markedly increased 
intracranial pressure, a ventriculostomy on the left 
side was performed to gradually decompress the 
brain and adjust it to pressure changes. The 
ventricular fluid contained 704 red blood cells and 
493 lymphocytes per high-power field. The fact 
that the patient continued to have moderate hyper- 
tension in spite of 24 hours of ventricular drainage 
was regarded as an ominous prognostic sign. 

On Nov. 4, 1957, with the patient under intra- 
tracheal general anesthesia, exploration of the 
posterior fossa was performed. Immediately after 
the positioning of the patient on the operating 
table, marked hypotension developed which had to 
be combated by tilting her into the extreme 


appeared in the fourth ventricle but could not flow 
beyond the cistern because of marked adhesions. 
These were separated with difficulty. A small rub- 
ber catheter could be passed upward through the 
aqueduct into the third ventricle without difficulty. 
Several attempts were made to enter the subarach- 
noid space at the base of the brain, but the adhe- 
sive arachnoiditis prevented stripping of membrane 
from the cerebellar hemisphere or the region of the 
cerebellopontine angle. It was therefore considered 
advisable to close the wound, leaving the ventricu- 
lostomy tube in situ, and in a few days perform a 
shunting operation to overcome the hydrocephalus. 
At the close of the operation the patient’s blood 
pressure had stabilized to some degree but only 
with the aid of a continuous intravenous pheny]l- 
ephrine drip. 
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Immediately after transfer of the patient from 


the operation table to the stretcher, it was observed 
that the pupils were dilated and had only a very 
faint reaction to light. This finding was thought to 
be due to cerebral anoxia secondary to the pro- 


Fig. 2.—Brow-down ventriculographic view demonstrating 
dilated occipital horns and air in cisterna magna (arrow). 


longed period of hypotension. It was believed that 
the adhesive arachnoiditis process had extended 
over the entire cerebrum and perhaps was respon- 
sible for widespread cerebral damage. In the re- 
covery room the patient regained consciousness 
from anesthesia. Her reflexes were markedly ob- 
tunded and she was suffering from receptive and ex- 
pressive aphasia. For the next six 
hours, vital signs were within a 
satisfactory range. However, at 
7:30 p. m. her blood pressure 
abruptly rose to 220 mm. Hg 
systolic level and there were 
Cheyne-Stokes_ respirations. A 
large amount of cerebrospinal 
fluid had drained from the ven- 
tricular system through the ven- 
triculostomy. In spite of the 
prompt administration of 100 cc. 
of 50% dextrose solution, the 
patient developed apnea and 
died suddenly at 8:10 p. m. 


Postmortem Examination 


At autopsy the entire spinal 
cord with the dura was removed 
by a posterior approach. There 
were some gross adhesions be- 
tween the dura and inner me- 
ninges. An extradural hematoma 
found between the occipital 
bone and the dura measured 6 by 8 cm. and con- 
tained approximately 90 cc. of clotted blood. 
The inner meninges were not greatly thick- 
ened, The brain showed flattening of the convolu- 
tions and narrowing of the sulci due to cerebral 
edema. In the region of the parietal lobe the 
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rubber catheter used in the ventriculostomy was 
demonstrated passing through the cerebral cortex 
into the left lateral ventricle, which was slightly 
dilated. The pons and medulla were symmetrical, 
with equivocal gross evidence of an adhesive 
arachnoiditis. 

Microscopic Examination.—There was both an 
acute and chronic pattern observed in the study 
of this brain and spinal cord. Acute inflammatory 
changes were limited to the base of the brain in 
the posterior fossa and the upper cervical spinal 
cord. 

Around the major vessels near the fourth ven- 
tricle there was perivascular infiltration. The cho- 
roid plexus was markedly infiltrated (fig. 3). The 
brain tissue exhibited some edema and generalized 
gliosis. In the lateral ventricles there was marked 
subependymal gliosis with astroglial proliferation 
and nodule formations in the ependymal layers. 
Granular ependymitis was demonstrated in the 
floor of the third and fourth ventricles. 

The lower part of the spinal cord was markedly 
edematous and showed active gliosis with degen- 
eration of numerous nerve fibers. The most marked 
chronic changes were demonstrated in the spinal 
cord. The dura and meninges had fused together 
and were frequently indistinguishable. The spinal 
meninges had compressed the cord and anterior 
and posterior spinal roots (fig. 4). No signs of acute 


Fig. 3.—Area of fourth ventricle. Pronounced acute inflammatory changes (fibrin 
and cellular infiltration) of cerebellar meninges and choroid plexus. 


inflammation were seen in the cauda equina. Here 
the connective tissue was dense, acellular, and 
partially hyalinized, with the most conspicuous 
feature being the marked connective tissue prolif- 
eration around the blood vessels, representing an 
old chronic periarteritis (fig. 5). 
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The acute and chronic pathological pictures were 
independent of each other and could easily be 
separated, since the chronic scarification process 
was of an ascending nature and most pronounced 
around the lowest spinal cord segments. These 
findings definitely increased around the medulla, 
cerebellopontine angle, and the base of the brain. 
On the other hand the acute inflamma- 
tory changes, which were apparently sec- 
ondary to the introduction of the ven- 
triculostomy tube, the rubber catheter, 
and the indigo carmine contrast medi- 
um, were most marked in the posterior 
fossa and could be detected as isolated 
foci at the medullary and upper cervical 
levels. The continuous spread of the in- 
flammation was apparently stopped by 
previous obliteration of the subarachnoid 


space. 
Comment 


The pathological specimens indicated 
diffuse involvement of the entire central 
nervous system. This patient was doomed 
at the very onset, regardless of the ap- 
proach made to her problem. Although 
the sclerosing solution was injected acci- 
dentally into the subarachnoid space, the 
general pattern of the neurological com- 
plications followed rather closely those 


due to adhesive arachnoiditis secondary _#ssue- 


Fig. 4.—Spinal cord with dura and pia fused together. 
Note posterior root ganglions embedded in proliferated con- 
nective tissue. 


to some substances which have been deliberately 
introduced into the space for diagnostic, anesthetic, 
or therapeutic purposes. 

Kennedy and others called attention to the 
grave complications involving the central nervous 
system, associated with spinal anesthesia, when 
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they reported 3 cases* in 1945 and subsequently 
added 12 more case reports * in a comprehensive 
review of the topic in 1950. They indicated that the 
time interval between the actual injection of the an- 
esthetic and the development of the lesion may be 
so great that the connection between cause and ef- 
fect is not realized by the anesthetist or the surgeon. 


Fig. 5.—Cauda equina. Marked proliferation of perineural connective 


Paddison and Alpers * presented a case of adhe- 
sive arachnoiditis occurring after spinal anesthesia, 
but they attributed this lesion not to the anesthetic 
agent but rather to the detergent cleaning material 
used. The entire neuraxis was involved in a pro- 
gressive process with its onset 24 to 48 hours after 
the administration of the anesthetic agent and its 
termination in death 63 days later, a day after the 
patient had ventriculography for a marked internal 
hydrocephalus. The posterior fossa was not ex- 
plored. A complete postmortem examination in- 
cluded a description of the pathological changes 
in the spinal cord and brain stem. 

Erickson and Baaren® published a report of a 
33-year-old man who for two days after myelog- 
raphy had a*fever and a flushed face but recovered 
completely. For nine months he was asymptomatic, 
but then he developed neurological signs and 
symptoms due to an exudate adhesive arachnoiditis 
which produced obstruction of the fourth ventricle 
and basilar cisterns, leading to death 15 months 
after the myelogram had been taken. 

The latter two cases are very similar to the one 
reported here in that there was a brief acute phase 
of disability and then a relatively silent period 
during which the adhesive arachnoiditis insidiously 
progressed. There was diffuse involvement of the 
entire neuraxis with complete involvement not only 
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of the spinal cord but even of the brain stem, with 
sealing off of the ventricular system and internal 
hydrocephalus culminating in death. 

A careful review of the sites described for the 
injection of the sclerosing solution to develop fibro- 
osseous proliferation ' revealed that there are sev- 
eral very dangerous areas where a needle might 
penetrate the dura and enter the subarachnoid 
space. This might easily occur directly at the lum- 
bosacral joint or laterally in the subarachnoid space 
of the cuff or sleeve of the nerve roots. In the pre- 
scribed technique it is stated that a solution of local 
anesthetic is injected just in advance of the scleros- 
ing solution. This, of course, removes all pain and 
permits a painless injection. 

In the instance reported here it must be empha- 
sized that the sclerosing solution was not the usual 
sodium salt of the vegetable oil fatty acid as de- 
scribed in the original monograph but instead a 
solution of zinc sulfate in 2.5% phenol solution. 
However, it matters little what sclerosing solution 
was used, for it would effect its proliferative re- 
sponse in any type of tissue into which it was in- 
jected. The amount injected (reported as approxi- 
mately 2 cc.) seems minute enough, but even when 
diluted by the complete cerebrospinal fluid content 
throughout the entire subarachnoid space it was 
sufficiently powerful to have its devastating effect 
on the whole neuraxis. Firm adherence to the 
arachnoid has a constricting effect not only on the 
neural tissue itself but also on the vascular supply 
to the brain and spinal cord. 

In treating this patient, the neurosurgeons found 
themselves caught in the unenviable situation of 
trying to correct an impossible situation, i. e., to 
relieve increased intracranial pressure in a truly 
hopeless lesion. The extradural hematoma of the 
posterior fossa in this case must be listed as an 
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operative complication and immediate cause of 
death. It no doubt was due to hemorrhage from a 
large vein which was not bleeding at the time of 
wound closure but which subsequently opened to 
fluctuations in the continuous artificially supported 
blood pressure by the administration of vasopressor 
agents. 
Summary 


A patient with low back pain and leg pain was 
accidentally injected with a sclerosing solution into 
the thecal canal. It is tragic that the solution en- 
tered the subarachnoid space and caused an ex- 
tensive adhesive arachnoiditis of the entire brain 
and spinal cord with the development of a non- 
communicating hydrocephalus. An attempt at sur- 
gical correction of this apparently hopeless situation 
resulted in death. This technique of precipitating 
fibro-osseous proliferation appears to be neither 
sound nor without extreme danger. 


1313 E, Ann St. (Dr. Schneider). 
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following letter demonstrates that tears for milady may have an unemotional 


FRiotosing eter a IN WRINKLE-PROOF APPAREL.—Although it is rare, the 
source. “There is some sort of gas—or condition—in the dress store I manage 


that causes our employees to have burning, stinging eyes and headaches. Customers 
coming into the store are also affected.” . . . Many possible sources were investigated; 
ammonia leaks from refrigerators, freon gas escaping from air conditioners, gaseous 
products of combustion given off by heating appliances and even sewer gas. Not 
guilty! . . . The Ohio Department of Health had an inkling of the trouble—formalde- 
hyde gas. . . . Health agencies in New York and Baltimore had reported similar 
complaints from cloth finishing mills and dress shops. Moreover, the physical symp- 
toms and reactions of the people working in the dress shops matched the recorded 
symptoms caused by exposure to formaldehyde gas. . . . The air, in several dress 
shops from which complaints had been received, was tested for formaldehyde gas. 
Sure enough, the air did contain from 0.13 to 0.45 parts of formaldehyde per million 
parts of air. Not enough to cause illness, but sufficient to be intensely irritating.— 
H. B. Bourne Jr. and S. Seferian, Formaldehyde in Wrinkle-proof Apparel Produces 
Tears for Milady, Industrial Medicine and Surgery, May, 1959. 
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RESPONSE OF TRIGEMINAL NEURALGIA TO 
“DECOMPRESSION” OF SENSORY ROOT 


DISCUSSION OF CAUSE OF TRIGEMINAL NEURALGIA 


W. James Gardner, M.D. 


Michael V. Miklos, M.D., Cleveland 


Decompression of the sensory root was per- 
formed on 112 patients with trigeminal neuralgia 
(tic douloureux) between January, 1953, and March, 
1955. Two of these patients died in the hospital 
and 10 were lost to follow-up within one year. 
The remaining 100 patients, with the exception of 
5 who died in the interval, were followed for three 
and one-fourth to five and one-half years and con- 
stitute the basis of this analysis. 


Results of Decompression Operation 


Sixty-seven patients had no paroxysm of tic 
douloureux after recovery from anesthesia of the 
operation. Of the remaining 33, 8 have had only 
mild recurrences and are happy with the result. 

For 25 patients the initial operation failed to af- 
ford satisfactory or lasting relief. Two of these 
patients, because of continuing pain while still in 
the hospital, required a revision of the operation. 
The revision, consisting of reexposure and further 
manipulation of the nerve root, was followed by 
lasting relief in one patient and by mild recurrence 
after three and one-half years in the other; how- 
ever, because a second procedure was required 
these two cases have beer classified with the fail- 
ures. Twenty-three patients experienced severe re- 
currences after a postoperative period of relief, and 
19 of them had subsequent operative procedures. 
Six of these had a second decompression, followed 
in four instances by a second recurrence. (One of 
these latter patients has severe multiple sclerosis 
with bilateral trigeminal neuralgia and refused to 
have the second nerve cut. Dividing the great 
auricular nerve, after the method of Wyburn- 
Mason," was without effect.) Ten had resection of 
the sensory root, one alcohol injection, and two 
exploration of the nerve in the posterior fossa. In 
one of the latter patients, an anomalous arterial 
loop was found lying against the nerve; the pain 
was completely relieved after separating this ves- 
sel from the nerve root by the interposition of a 
piece of absorbable gelatin sponge (Gelfoam). In 
the second patient the pain was relieved after the 
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geons, Chicago, Oct. 10, 1958. 


Two series of patients with tic douloureux 
were followed up after surgery. In one series 
of 100 patients (Cleveland series) the extra- 
dural approach was used and the sensory 
root of the trigeminus was freed from its dural 
sleeve and otherwise manipulated; in the 
other (Copenhagen) series of 100 patients 
the approach was intradural, was less apt to 
traumatize the semilunar ganglion, and 
caused less postoperative sensory impair- 
ment. In the combined series, 62% of the 
patients reported complete relief, 11.5% 
had mild recurrences, and 26.5% had severe 
recurrences. Some degree of sensory loss was 
present in 26% with successful treatment and 
in 28.3% of those in whom the treatment 
failed. Neither surgical trauma to the nerve 
root nor incision of its dural sleeve were 
essential to the success of the operation. The 
critical part of the operation appeared to be 
a neurolysis or manipulation of the sensory 
root at the point where it crosses the apex of 
the pars petrosa of the temporal bone. 


removal of a large meningioma attached to the 
lateral sinus on the side of the pain. Of 33 patients 
with recurrence or persistence of pain, therefore, 
21 have had reoperation and 12 have not. In eight 
of the latter the recurrence thus far has been so 
mild that reoperation has not been indicated. 

Of the 67 patients who had complete and last- 
ing relief after decompression, 7 exhibited sensory 
loss before operation because of previous treat- 
ment. Of the remaining 60, 23 (38%) had postopera- 
tive subjective numbness or demonstrable sensory 
loss or both. Of the 33 patients who had a mild or 
a severe recurrence, 3 exhibited sensory loss from 
previous treatment. Of the remaining 30, 13 (43%) 
had postoperative subjective numbness, demon- 
strable sensory loss, or both. These comparative 
percentages indicate that impairment of sensation 
resulting from trauma of the operation was not a 
factor contributing to the success or failure of the 
operation. 
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Operative Methods 


These patients were operated on by one surgeon 
(W. J. G.) using the extradural approach of Frazier 
with the patient in the sitting position. After the 
dura had been opened anterior to the petrous 
ridge, the dural sheath over the sensory root was 
incised back through the petrosal sinus into the 
tentorium for a distance of 1 cm. posterior to the 
apex of the petrous portion of the temporal bone. 
The sensory root was freed from its dural sleeve, 
gently brushed with a cotton pledget, and irrigated 
with Ringer’s solution. 

Taarnhgj, using his intradural approach with the 
patient in the horizontal position, followed 100 
patients in his Copenhagen series for three to 
six years.’ Fifty-seven of these patients had no 
recurrence of tic pain, while in 15 the recurrence 
was so mild that the operation could be consid- 
ered successful. In 28 cases, the operation failed 
to afford satisfactory or lasting relief. Nine of these 
patients had a second decompression, nine had re- 
section of the sensory root, and eight had alcohol 
injection; two did not have reoperation. 

Fewer patients in the Copenhagen series than 
in the Cleveland series exhibited postoperative 
sensory impairment. It was present in 14% of those 
with a good result and in 11.6% of those in whom 
the treatment failed. The lower incidence of sen- 
sory loss in the Copenhagen series probably is due 
to the fact that the intradural approach is less 
apt to result in trauma to the ganglion. 

Considering the Cleveland and the Copenhagen 
series together, 62% had complete relief, 11.5% had 
mild recurrences, and 26.5% had severe recurrences. 
Some degree of sensory loss was present in 26% 
with successful treatment and in 28.3% of those 
in whom the treatment failed. These figures indi- 
cate that sensory loss is not essential to success 
and, therefore, that the relief of pain is not the 
result of interruption of nerve impulses. That tri- 
geminal neuralgia can be immediately relieved by 
an atraumatic manipulation of the nerve root sug- 
gests that the cause of this pain, whatever it may 
be, is located in this portion of the trigeminal sys- 
tem.” 

Other intracranial operations on the trigeminal 
system that do not sever the nerve have afforded 
relief from trigeminal neuralgia. Sheldon and as- 
sociates * described relief by an intracranial “de- 
compression” of the second and third divisions of 
the nerve; they accomplished this by enlarging the 
foramens of exit with a dental drill. They subse- 
quently discovered that trigeminal neuralgia could 
be relieved more effectively by “compression” of 
the posterior root than by decompression of its 
peripheral branches and that incision of the dural 
sheath was not essential to success. Therefore, they 
concluded, the relief of pain in these cases was 
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due to surgical trauma to the nerve rather than to 
relief of pressure as Taarnhgj had hypothesized. 
Stender ° relieved trigeminal neuralgia by opening 
the cavum mecklii, an operation which he described 
as “gangliolysis.” However, regardless of the terms 
applied to them, the common feature of these in- 
tracranial procedures is manipulation of the sen- 
sory root. Even the retraction of the dura incident 
to introducing a dental drill into the foramen ro- 
tundum or ovale is bound to exert some indirect 
traction on this structure. 

That the relief is due to manipulation (neurolysis) 
of the sensory root and not to compression or 
decompression of the root, the ganglion, or the 
peripheral branches is indicated by an experience 
which Taarnhgj° described as follows: “In some 
patients with trigeminal neuralgia in this series, 
suspected to have tumors in the cerebellopontine 
angle, a cerebellar approach was performed, but 
no tumor was found. ... A hook then was put into 
the porus trigemini—i. e. the opening where the 
root leaves the cavum Mecklii—and an attempt 
was made to enlarge the porus a little in different 
directions in order to free the root from possible 
adhesions. Although no real decompression was 
performed in the 5 patients treated in this way, 
they were all free from pain after the operation, 
and the sensibility was normal.” This author, there- 
fore, has shown that, via either a middle or a 
posterior fossa approach, trigeminal neuralgia may 
be relieved by a manipulation of the sensory root 
carried out so gently that no sensory loss results. 

In 627 operations for trigeminal neuralgia via the 
middle fossa, Ruge and co-workers” found six 
meningiomas of the dural envelope of the gasserian 
ganglion. In 473 operations via the posterior fossa 
at the Johns Hopkins Hospital,* 24 tumors were 
encountered. These two series indicate that trigem- 
inal neuralgia is associated with a tumor located 
in the middle fossa (1%) or in the posterior fossa 
(5%). Inasmuch as the posterior root constitutes 
the only part of the trigeminal system common to 
both fossae, this again suggests that the cause of the 
pain is located in the posterior root. 


Comment 


The tendency to consider trigeminal neuralgia a 
disease rather than a symptom has obscured think- 
ing on the subject. Harris,’ for instance, found it 
to be a “complication” of multiple sclerosis in 64 
of 1,622 cases; in one such case studied at autopsy, 
Parker *° demonstrated a sclerotic plaque on the 
sensory root. 

Where tumors, anomalous blood vessels, or other 
obvious lesions involving the nerve are not present 
in cases of trigeminal neuralgia, there still remains 
the anatomic fact, pointed out by Lee,"’ that in 
man the sensory root of the nerve is angulated at 
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the point where it crosses the apex of the petrous 
bone. In a roentgenographic study of the skulls of 
130 patients with trigeminal neuralgia, Gardner and 
co-workers ‘? measured the relative heights of the 
apexes of the petrous bones at this point. In 60% of 
the patients the apex of the petrous bone on the 
neuralgic side projected higher into the- cranial 
cavity than it did on the opposite side, while in 
only 20% was this relationship reversed. Their 
studies also showed that a progressive upward 
migration of the dens occurs between the fourth 
and eighth decades in women with trigeminal neu- 
ralgia. This progressing basilar impression, they 
believed, was due to postmenopausal osteoporosis. 
In these cases the apex of the right petrous bone 
was usually pushed higher into the cranial cavity 
than the left, and this was advanced as a possible 
explanation for the fact that trigeminal neuralgia is 
more commonly encountered on the right side and 
in elderly women. These authors pointed out that 
trigeminal neuralgia also may be a symptom of 
basilar impression of the congenital variety or of 
the acquired form that accompanies Paget's disease 
of the skull. 

In view of the evidence cited above we believe 
that the cause of trigeminal neuralgia may be local- 
ized to the posterior root of the fifth cranial nerve 
with almost as much certainty as the cause of 
brachialgia and sciatica may be localized to the 
posterior root of a spinal nerve. In this connection 
it is interesting to note that Frykholm,'* also a 
Scandinavian, relieved brachialgia by incising the 
dural sheath of the angulated sensory root of the 
spinal nerve just as Taarnhgj, some years later, re- 
lieved trigeminal neuralgia by incising the dural 
sheath of the angulated sensory root of the trigem- 
inal nerve. 

Because trigeminal neuralgia cau be relieved by 
alcohol injection of a peripheral branch of the 
nerve, Rowbotham “* and others have suggested 
that the cause is peripheral to the ganglion. This 
theory is countered by the fact that, even though 
trigeminal neuralgia associated with a tumor in the 
posterior fossa can be relieved temporarily by a 
peripheral alcohol injection, it can be permanently 
relieved by a removal of the tumor carried out so 
carefully that it produces no sensory loss."° 

In 1937, Frazier and associates '° suggested that 
the lesion responsible for trigeminal neuralgia lies 
in the thalamic-cortical connections. Recently, King 
and co-workers '’ advanced experimental evidence 
that suggests that the cause of trigeminal neuralgia 
could be in the descending nucleus of the trigem- 
inal nerve. These theories, however, fail to explain 
why trigeminal neuralgia may constitute a symptom 
of a tumor compressing the nerve root and why the 
“idiopathic” variety can be immediately relieved by 
manipulation of the root where it crosses the apex 
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of the petrous bone. Even the evidence advanced 
by Wyburn-Mason * that this pain may be relieved 
in some cases by resecting the great auricular nerve 
does not render the root theory of origin invalid. 
It indicates that the trigger mechanism in some 
patients is supplied, in part, by fibers of the cervical 
plexus that overlap the distribution of the trigem- 
inal nerve. 

In view of Dandy’s '* demonstration of the fre- 
quency with which the posterior fossa approach 
will disclose a cause for trigeminal neuralgia, it is 
not surprising that the middle fossa approach of 
Taarnhgj frequently fails to afford lasting relief. 
Therefore, it is now our custom to search for a 
lesion in the posterior fossa in those patients who 
develop a recurrence of trigeminal neuralgia after 
a neurolysis of the sensory root in the middle fossa. 
If the approach via the posterior fossa does not 
disclose a lesion, the nerve root is gently nianipu- 
lated with a nerve hook introduced into the dural 
foramen, as practiced by Taarnhgj.° The results of 
this method of dealing with recurrences will be 
reported when an adequate follow-up sample is 
available. 

Summary 


A three-to-six-year follow-up study of 200 patients 
in whom “decompression” of the sensory root was 
done for trigeminal neuralgia (tic douloureux) re- 
vealed that 62% had complete relief, 11.5% had 
partial relief, and in 26.5% the operation failed. 
Neither surgical trauma to the nerve root nor in- 
cision of its dural sleeve is essential to its success. 
The critical part of the operation appears to be a 
neurolysis or manipulation of the sensory root at the 
point where it crosses the apex of the petrous bone. 

Trigeminal neuralgia is a symptom—not a disease. 
It may constitute a symptom of multiple sclerosis, 
of basilar impression, or of a tumor located either 
in the middle or in the posterior fossa. “Idiopathic” 
trigeminal neuralgia may be relieved by a gentle 
manipulation of the sensory root via either a middle 
or a posterior fossa approach. The only portion of 
the trigeminal sensory system that is common to 
both the middle and the posterior cranial fossae is 
the sensory root. The cause of trigeminal neuralgia, 
therefore, presumably lies in the sensory root. 

2020 E. 93rd St. (6) (Dr, Gardner). 
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CANCEROPHOBIA AND DELUSION 


Carl H. Fellner, M.D., Madison, Wis. 


The general practitioner will fairly often be con- 
sulted by a middle-aged patient with a history of 
vague pains and aches more or less well localized 
and of fairly recent onset who on physical examina- 
tion will not yield any findings of organic illness 
which would explain the symptoms. It might be 
only after repeated visits that the patient will con- 
fide and mention to the physician his fear of having 
cancer. Once this fear is voiced and discussed, most 
patients will be able to accept reassurance as to the 
absence of such illness and the symptoms will dis- 
appear with the medication prescribed, usually a 
mild sedative or analgesic. 

By and large the physician does not discourage 
his patients from seeking consultation on such an 
“imaginary” ailment, mainly because he recognizes 
the tremendous importance of early detection of 
cancer. On the contrary, most physicians will en- 
courage their patients to seek them out whenever 
they feel that something might be seriousty wrong 
with their bodies. At the same time, the physician 
also expects his patient to be able to accept his 
considered opinion that nothing is seriously wrong 
and that there is no evidence of cancer. Most pa- 
tients can do that, but some cannot. 

As far as the patient is concerned who comes to 
the general practitioner with “cancerophobia” and 
is able to accept reassurance as to the absence of 
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There are two types of patients who con- 
sult physicians in connection with the fear 
of having cancer and in whom malignancy 
cannot be detected. Those who fall into the 
cancerophobia classification can accept reas- 
surance and regain normal status. Those who 
present the delusion of cancer are unable to 
accept reassurance and become increasingly 
anxious. In this second group, need for psy- 
chiatric treatment may be overlooked even 
when it has become urgent. It is important 
to differentiate between the two groups. 


cancer, the following psychodynamic considerations 
seem to apply: For some extraneous reason not 
connected with his physical health, the patient ex- 
periences a sudden rise in anxiety and feels threat- 
ened and insecure. As a result he becomes overly 
concerned with his body and body functions. Some 
vague pain or sensation which under ordinary cir- 
cumstances would probably have been disregarded 
altogether now becomes the focus of anxiety and 
increased tensions which in turn set up a vicious 
circle by increasing the sensitivity and perceptive- 
ness in that area. Once this circle of anxiety/organic 
symptoms is set in motion and as the pain and dis- 
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comfort loom bigger and bigger in the mind of the 
patient, the fear of the unknown replaces or over- 
shadows completely the original anxieties. This fear 
is expressed in whatever socially or culturally ac- 
ceptable form of physical illness is prevalent at the 
time, currently, the fear of cancer. (Not so long ago 
it was the fear of tuberculosis.) In consulting his 
physician, the patient can get reassurance and 
regain his old feeling of security without the origi- 
nal anxieties ever coming to the surface. 

There are other patients who will often present 
themselves initially with very similar complaints to 
those described but will be unable to actept re- 
assurance. Such a patient’s symptoms do not re- 
spond to such medication as mild sedatives, anal- 
gesics, or “tranquilizers.” He will return repeatedly 
with the same complaint and show increasing 
anxiety and desperation over the physician’s in- 
ability to help him. And, as his complaints intensify, 
it will finally be apparent that his fear, his belief 
that he must have cancer, is very deeply seated 
indeed and not accessible to correction by such 
measures as reassurance. At this point it becomes 
extremely important to recognize that the simple 
diagnosis of cancerophobia is no longer applicable. 
To be described in these terms, the fear of cancer 
has to be recognized by the patient as being ir- 
rational and it has to be accessible to correction by 
a new experience, namely, physical examination 
and perhaps some of the usual laboratory tests, 
followed by reassurance that all is well. If the fear 
persists, it merits the designation of “delusion,” a 
fixed idea which corresponds in its emotional direc- 
tion to the affect of the patient and which is not 
accessible to correction as long as the emotional 
condition persists which really gave rise to it in the 
first place.’ 

The differentiation between cancerophobia and 
the delusion about having cancer is not merely a 
semantic exercise but has great practical impor- 
tance. The delusion usually is a symptom of a very 
serious underlying condition. If the physician does 
not recognize it, he will probably lose his patient, 
either to another physician or because of suicide.’ 
But once he is alerted to the importance of the 
presenting symptom and its implications, the phy- 
sician will easily discover a number of other symp- 
toms which the patient has either not mentioned at 
all or which he has presented simply as difficulties 
resulting from the chief complaint, his fear of hav- 
ing cancer. He will probably find the patient suffer- 
ing from insomnia with early morning waking, loss 
of interest in his usual pursuits and in his environ- 
ment, loss of appetite with some recent weight loss, 
disturbance of concentration, and increased emo- 
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tional lability with depressive affect. The general 
practitioner might get this history from a new 
patient who is consulting him after leaving his 
former family physician who “couldn't give me sat- 
isfaction, didn’t help my condition.” Statements 
such as these, on closer inquiry, will be found to 
mean that his physician could not find any organic 
illness which would explain the patient's concern 
and anxieties. Sooner or later such a patient might 
be hospitalized for further studies, usually with the 
same negative result as to finding of “organic” 
illness. 

In these cases the correct diagnosis is usually one 
of a severe depressive reaction, especially if the 
patient is in the age group 45 or over. In younger 
patients a similar clinical picture will usually be 
presented in more bizarre language and be less 
fixed to any one organ, moving from one organ 
system to another; the possibility of a schizophrenic 
reaction should then certainly be seriously consid- 
ered.” At any rate, the presence of a delusion of 
having cancer merits serious attention by the phy- 
sician, and a psychiatric consultation is usually 


indicated. Report of Cases 


Case 1.—A 60-year-old married man was referred 
to the hospital with the chief complaint of back- 
ache. The backache was of fairly long standing but 
had become rapidly worse during the previous 
months to the point where the patient had to in- 
terrupt work about two months prior to admission. 
He had consulted an osteopath, a chiropractor, and 
several physicians. He had been hospitalized twice 
in the local hospital, many x-rays had been taken, 
and different prescriptions had been given—all to 
no avail. The backache persisted and he was unable 
to return to his work. The diagnosis so far had been 
given as moderate arthritis of the spine and mild 
generalized arteriosclerosis. 

When I saw the patient first, he was agitated, 
restless, and depressed and expressed his conviction 
that he must have cancer of the spine. Some sui- 
cidal preoccupations could be elicited. Diagnos- 
tically, he presented the clinical picture of an 
agitated depressive reaction, but there was also 
evidence of a clearly defined though not very 
gross brain deficit, although the patient himself at 
first denied any impairment of memory. The key 
problem was soon clarified as being that this man 
experienced with advancing age some deterioration 
of his mental capacities of which he was aware but 
which he denied. In addition there was increased 
demand and pressure at work resulting from cer- 
tain changes in his employment. The combination 
of these two factors, namely, the mild organic brain 


r 
> 
=" 
‘ 
| 
| 
ae 
x 
t 


90/1778 


syndrome associated with general arteriosclerosis 
on the one hand and the increased demands in his 
work situation on the other hand, really placed the 
patient in a “situation without issue.” His reaction 
was a feeling of helplessness and hopelessness lead- 
ing to an increasing withdrawal from social con- 
tacts and a rising preoccupation with body func- 
tions and body feeling, resulting finally in a pro- 
gressive exaggeration of the mild back pain which 
had been present but not disturbing him much over 
the last few years. He developed the conviction that 
he must have cancer of the spine, and no amount 
of reassurance given could shake this conviction. 
His depressive mood, his agitation, his insomnia, 
and his loss of weight were all very plainly there to 
be seen and evaluated yet were not understood in 
their proper meaning because they were simply 
thought to be the “natural” reaction of a man who 
fears that he has cancer. 

At the time of this patient’s transfer to the psy- 
chiatric ward of a general hospital the depressive 
reaction had achieved such magnitude that he was 
no longer accessible to a psychotherapeutic ap- 
proach and he was given a course of electroconvul- 
sive treatments. He responded very well, and with 
the lifting of the depressive mood the back pain 
and the cancerophobia also disappeared. The task 
remained to help this man with further planning, to 
help him to a change of jobs which would permit 
him to exercise old overlearned skills which had 
not been affected by the slowly beginning mental 
(arteriosclerotic) deterioration and which would 
afford him gratification from areas of competence 
so that he could reestablish his self-concept at a 
comfortable level. 

Case 2.—A housewife, aged 54, was admitted to 
the medical service of the hospital with the chief 
complaint of abdominal pain. The description of 
the pain was extremely vague and of changing 
location. She also complained about yellow stools 
and yellow urine, and there had been a 16-lb. 
(7.3-kg.) weight loss during the year prior to ad- 
mission, apparently the result of marked anorexia. 
The patient had been seen by a number of doctors 
and had undergone a hemorrhoidectomy about six 
months prior to admission. Since then she had 
repeatedly voiced her conviction that she was suf- 
fering from cancer, which she thought was evident 
from the color and shape of her feces, from her 
weight loss, and from a general feeling that her 
muscles were just wasting away. No amount of 
medical attention could shake these beliefs; she 
changed physicians repeatedly in an attempt to 
gain help, but at the time of her admission to the 
psychiatric service she had reached the point where 
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she felt that physicians could not be trusted any 
longer. She thought that there was a conspiracy of 
silence between them not to tell her the truth, 
namely, that she was suffering from cancer of the 
colon. Repeated physical examination and complete 
laboratory and x-ray studies had consistently shown 
her to be in good physical condition. 

Psychiatric interviews revealed that the patient’s 
preoccupation with her bowel function followed 
the death of her brother, who died from cancer of 
the colon. She soon thought she too had similar 
symptoms, and this led her to seek medical advice. 
Her complaints first led to a hemorrhoidectomy, 
but a short time after her discharge from the hos- 
pital she experienced the death of her mother, 
which further contributed to her depressive re- 
action. Unfortunately her emotional condition was 
not recognized by her physicians, who continued to 
treat her for the presenting symptom, abdominal 
pain. The referring physician mentioned that the 
patient had developed cancerophobia after the 
hemorrhoidectomy, yet he continued to treat her 
medically for her abdominal complaints, offering 
reassurance as to the absence of malignancy. Char- 
acteristically this referral to the hospital was made 
to the medical service, and psychiatric consultation 
was not requested at any time. 

When I saw the patient first there could be no 
doubt about the presence of a depressive reaction 
which had reached psychotic magnitude. She re- 
sponded well to a course of electroconvulsive treat- 
ments and has remained well for a two-year follow- 
up period. 

Summary 

The fear of having cancer is a fairly frequent 
phenomenon that brings patients to consult their 
doctor. There are two types of patients who present 
this symptom without having cancer: those who 
can accept reassurance that all is well and those 
who cannot and become increasingly anxious. This 
reflects a difference between cancerophobia and 
the delusion of having cancer. The latter is inter- 
preted as a symptom of an underlying severe emo- 
tional disturbance which merits psychiatric consul- 
tation. 

1300 University Ave. (6). 
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FINGERTIP HYPERESTHESIA 
SOLITARY SIGN OF NEW OCCUPATIONAL DERMAT«sIS DUE TO SILICA HAIR CURLERS 
Walter B. Shelley, M.D. 


Donald M. Pillsbury, M.D., Philadelphia 


We wish to report a distinctive new entity seen 
as an occupational disease in a hairdresser. The soli- 
tary clinical finding was persistent punctate hyper- 
esthesia of the fingertips. After considerable diag- 
nostic study the hyperesthesia was demonstrated to 
be due to tiny particles of silica which became em- 
bedded in the epidermis, impinging on the sensory 
nerve endings. The recent widespread use. of silica 
or sand-coated hair curlers suggests that such an 
invisible foreign-body hyperesthesia may become 
common among beauticians unless efforts are taken 
to eliminate this new occupational hazard. Further- 
more, failure to recognize the entity may subject 
patients to extensive medical investigations which 
otherwise could be eliminated once the occupa- 
tional nature of the problem is recognized. 


Report of a Case 


The patient, referred to us by Dr. Meyer Naide, 
was a 40-year-old woman in good health who first 
noted a marked sensitivity of the fingertips to light 
touch. This began in September, 1958, on the lateral 
side of the tip of the right fourth finger. Shortly 


thereafter the medial tips of both thumbs were 
similarly affected. Eventually all of the fingertips 
became involved to a greater or lesser degree. Pain 
and inflammatory changes were absent, but ex- 
quisite tenderness to touch continued. No other 
sensory changes had been noted by the patient. 

She gave a history of a hysterectomy, an appen- 
dectomy, and the surgical removal of a sebaceous 
cyst, as well as the surgical repair of a rectal fissure. 
She denied any personal or familial history of 
diabetes mellitus, skin disease, neurological disease, 
or Raynaud's disease. She did claim to be “allergic” 
to penicillin. For many years she had been em- 
ployed as a hairdresser, and she gave no history of 
new contactants at work or home. Born in Texas, 
she had lived in Philadelphia for the past 16 years. 
She stated that she did not drink alcoholic bever- 
ages but that she did smoke a pack of cigarettes a 
day. 

Prior to our studies she had been seen by a num- 
ber of physicians who had considered a variety of 
presumptive diagnoses, including glomangioma 
(glomus tumor), peripheral neuritis, peripheral vas- 
cular disease, erythredema polyneuropathy (acro- 
dynia), cervical rib syndrome, hysteria, spinal cord 
lesion, malingering, syringomyelia, and tumor. 


From the Department of Dermatology, University of Pennsylvania 
School of Medicine. 


Microfragments of silica embedded in the 
outer layers of the skin were detected by 
dark-field microscopy of superficial skin 
biopsies. Transfer from silicon hair curlers 
handled in the patient’s occupation as a 
hairdresser was facilitated by the fact that 
daily contacts with alkaline hair sets and 
waving solutions served to soften the stratum 
corneum and epidermis. Precise and exactly 
localizable micropoints of hyperesthesia were 
identified. Cure was provided by a super- 
ficial razor shave biopsy. Prophylaxis must 
center on avoidance of the new silica rollers. 


During a hospitalization the following studies 
and results were reported: hemoglobin level 15.1 
Gm.%; white blood cell count 7,800 per cubic milli- 
meter, with 74% neutrophils, 23% lymphocytes, 2% 
monocytes, and 1% eosinophils; hematocrit value 
48%; urinalysis, occasional hyaline and finely granu- 
lar casts and 4+ protein; serum Kolmer and Kline 
tests, nonreactive; blood urea nitrogen level 10 
mg.%; sugar level 83 mg.%; calcium level 9.1 mg.%; 
phosphorus level 2.7 mg.%; protein level 5.8 Gm.%, 
with albumin 3.3 and globulin 2.5; and x-rays of 
chest, hands, and cervical spine normal. 

General physical examination was noncontribu- 
tory. Neurological consultation revealed no objec- 
tive evidence of disease. Results of vascular studies 
were likewise normal. The fingers were warm and 
had equal surface temperatures. Radial and ulnar 
pulses were normal, as were oscillometric readings. 
Studies on her reactive hyperemia and also vaso- 
dilatation tests disclosed a normal circulation in the 
fingers. Treatment with a variety of local anesthetic 
and steroid creams was unavailing. Likewise, a 
short course of systemic prednisolone (Meticorte- 
lone) therapy was reported to be without effect. 

We first saw the patient in consultation at the end 
of November, 1958. At that time she was unable to 
work because of the incapacitating hyperesthesia 
of the fingertips. Gross examination revealed nor- 
mal skin. Sweating patterns on the hands were also 
entirely normal. However, under Zeiss stereoscopic 
surface microscopy (80 x), fine fissures could be 
seen in the stratum corneum of the thumbtips. 
Microsensory testing revealed these to reflect the 
exact areas of tenderness. 
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Specifically questioning the patient regarding 
abrasive materials, we were then able to elicit the 
fact that three months prior, coincident with the 
appearance of her fingertip problem, she had first 
begun to use a new “silicon hair curler.” She de- 
scribed handling as many as 450 of these a day, 


Fig. 1.—View of silica hair curler, showing surface rough 
with irregularly glued grains of silica. As curler is twirled, 
points of maximal friction are at medial tips of thumbs and 
tips of fourth fingers. 


six days a week, for nearly three months. These 
silicon hair curlers were covered with a fine granu- 
lar material, presumably sand glued to a cardboard 
roller. In the course of use, the curlers lost their 
rough surface and, once smooth, had to be dis- 
carded. Prior to the exclusive use of these new 
curlers the patient had been using regular rubber 
and plastic curlers. In addition to the contact with 
the silicon curlers, the patient had considerable 
daily “wet work” with alkaline hair sets and waving 
solutions. It became apparent that tiny invisible 
fragments of the silica material from the curlers 
might have become embedded in the softened 
macerated stratum corneum and epidermis as a 
result of constant use of the curlers. 

Many observations and tests confirmed this. First, 
the gross hyperesthetic areas proved to be exact 
points (fig. 1) of maximal friction between skin and 
curler. 

Second, the curler particles, measuring 0.5-1.0 
mm., were found to fragment easily into micro- 
particles (5-100,). Spectroscopic examination re- 
vealed them to be essentially silica. Silicon was the 
major component, with less than 0.1% each of 
aluminum, iron, calcium, magnesium, titanium, and 
copper present. The following elements were 
checked, but not found: chromium, boron, cobalt, 
cadmium, lead, columbium, manganese, gallium, 
nickel, germanium, silver, gold, sodium, molybde- 
num, zinc, platinum, antimony, strontium, arsenic, 
tellurium, barium, tungsten, beryllium, vanadium, 
bismuth, and zirconium. 
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Third, the hyperesthesia could be shown to be 
composed of many micropoints of hypersensitivity. 
Such study was done with use of a micropoint 
(30) stimulus. The points of pain on pressure were 
precise and exactly localizable. All of the discerni- 
ble microfissures were hypersensitive, but many 
hypersensitive points could be found where the 
overlying skin was entirely normal at 80 x. All of 
the testing was done under high-power stereoscopic 
visualization with a micropoint stimulator and in 
such a way that the patient was unaware of the 
point of stimulus. Significantly, the points remained 
constant in site and attempts to secure varying 
sensory responses from the patient met with failure. 
The exact number of hypersensitive points was high. 
For example, careful mapping of the right fourth 
fingertip revealed 22 distinct puncta. The points 
were remarkably discrete, so that testing the skin 
from 100 away gave a negative report. Finally, the 
hyperesthesia was always appreciably less when the 
stratum corneum was dry. 


Fig. 2.-View of epidermal biopsy from tip of patient’s 
finger, showing site of entrance of irregular particles of sand 
from hair curler. Part of foreign material has fallen out dur- 
ing sectioning, but shape of gross particle can be seen as 
lacuna in stratum corneum (210 x). 


Fourth, superficial skin biopsies were obtained 
(December, 1958) and study of complete serial sec- 
tions revealed many black foreign bodies in the 
stratum corneum (fig. 2) and a lesser number in the 
lower epidermis. An occasional particle was seen in 
the upper papillary layer of the dermis. In some 
specimens ragged lacunae could be seen which 
were presumed to be the site of the silica prior to 
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sectioning. It was possible to see the points of entry 
of some of the larger particles. Some pressed di- 
rectly on the Meissner tactile corpuscle of the 
dermal papilla (fig. 3). Significantly, some of the 
histological particles could easily be dismissed as 
“dirt on the slide or stain precipitate” by the casual 
examiner. Only by being alert to the possible appear- 
ance of these grains and by using serial sections was 
it possible to track down the offending mechanical 
agent. Conclusive evidence of the identity of the 
intraepidermal particles and the silica of the rollers 
was provided by darkfield microscopy. Under this 
form of lighting the particles no longer were dark 
but became refractile with minute concentric ring 
formations seen under photography in both the 
tissue foreign material and the silica fragments. 


Fig. 3.—View of irregular black silica particle in epidermal 
rete peg, impinging on Meissner’s corpuscle in dermal papilla 
(right). Nerves are not stained, but typical collagen whorl of 
Meissner’s corpuscle can be seen (1,360 x). 


Once the cause had been detected, it was possible 
to offer a cure. The superficial location of the ma- 
terial has made it possible to remove the cause of 
the hyperesthesia by a superficial razor shave bi- 
opsy.' This requires no sutures and heals well. In 
this patient the operation was followed by tem- 
porary numbness and hyperesthesia. In all, the 
operation was performed on five of the fingertips. 


Comment 


We have described a new occupational hazard 
for hairdressers, which to our knowledge has not 
been previously reported.’ Clinically occult, the 
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problem presents itself as a punctate, highly local- 
izable hyperesthesia of the fingertips. In some in- 
stances under high magnification the skin surface 
may reveal tiny fissures, but in others the skin may 
be entirely normal. It thus becomes an “invisible 
occupational dermatosis” readily recognized only 
after securing the history of contact with silica hair 
curlers. Skin biopsy will confirm the diagnosis of 
revealing microscopic intraepidermal silica particles 
at the points of fingertip tenderness. It can be seen 
that the silica fragments will penetrate the macer- 
ated skin of persons who have their hands in various 
rinses, sets, and wave solutions. Furthermore, the 
degree of exposure will in part be a determinant. 
We have no knowledge of the factor of individual 
susceptibility. Differential diagnosis will include 
neurological or peripheral-vascular disorders. In- 
deed, the patient may never have been seen by a 
dermatologist because of the absence of objective 
cutaneous signs. Glomangioma remains the condi- 
tion which will most likely simulate this entity. 

Prophylaxis must center on the avoidance of these 
new silica rollers. The degree of hazard cannot be 
accurately assessed at present, but it appears prob- 
able that repeated daily contacts with the silica 
roller might produce symptoms in a high proportion 
of professional beauticians and make avoidance of 
the device mandatory. 

Active treatment consists in removal of the for- 


eign material. Generally, it would appear this can 
best be done by a superficial razor shaving of the 
top layer of skin. Local as well as systemic medical 
treatment would seem to be ineffective. However, 
if the particles are all intraepidermal, it might be 
anticipated that over a period of months spon- 
taneous shedding and cure could occur. 


Summary 


A new, invisible occupational dermatosis, clini- 
cally mimicking glomangioma, occurred in a hair- 
dresser. It consisted of punctate hypersensitivity of 
the fingertips resulting from entrance of foreign 
particles of silica. These silica particles rubbed off 
a new type of hair curler and became embedded in 
the macerated outer layer of skin. Microsurgical 
treatment was successful in the case reported. 

University Hospital, 36th and Spruce streets (4) (Dr. 
Shelley ). 

Mr. Edward F. Glifort did the photographic work in this 
study. 
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Within recent years, much attention has been 
given to the detection of cardiac arrest and its 
prompt treatment. A device has been described 
which will sound an alarm in the event of asystole 
and even automatically begin electrical stimulation 
of the heart.' However, the occurrence of cardiac 
arrest or ventricular fibrillation may simply repre- 
sent the end-point of a long chain of unfavorable 
events, which may then prove irreversible. Other 
arrhythmias, which often portend the appearance 
of asystole or ventricular fibrillation, require as 
prompt attention and are in most instances more 
readily treated. 

During cardiac surgery changes from normal 
rhythm often precede the terminal arrhythmia.’ It 
is well known that Stokes-Adams episodes may be 
the result not only of transient asystole but also 
of ventricular tachycardia or fibrillation.’ In digi- 
talis intoxication or myocardial infarction either 
abnormal ventricular or supraventricular rhythms 
may shortly precede fatal arrhythmias. In each of 
these situations the prompt application of prophy- 
lactic measures and appropriate treatment may be 
lifesaving. Delay is often fatal and every moment 
of forewarning is valuable. 

In addition to the changes of rhythm of seri- 
ous prognostic significance, there occur annoying 
paroxysmal supraventricular arrhythmias of brief 
duration which escape identification and conse- 
quently specific treatment. More often than not, 
before the electrocardiograph can be found and 
put into operation, the arrhythmia has ceased spon- 
taneously. 

Intermittent observation of a patient by nurse 
or anesthetist will often result in failure to detect 
the presence of a transient arrhythmia or the time 
of onset of a more persistent one. On occasion, 
changes in rhythm may occur which are not readily 
detectable by palpation or auscultation (as idio- 
ventricular rhythms at relatively slow rates) but 
which may nevertheless lead to rapid circulatory 
collapse. Stationing a trained observer by a con- 
tinuously recording electrocardiograph or oscillo- 
scope is certainly an impractical solution in most 
instances. 

This paper describes a cardiac monitor which is 
capable of detecting most significant changes in 
rhythm and rate, sounding an alarm, recording an 
electrocardiographic tracing at the time of onset of 
the arrhythmia, and, in some instances, adminis- 
tering predetermined treatment prior to the arrival 
of the physician. 


From the Department of Medicine, Massachusetts General Hospital; 
currently Clinical Associate, National Heart Institute, National Insti- 
tutes of Health, Bethesda, Md. 

Read in part before the New England Cardiovascular Society, 
March 10, 1958. 


AUTOMATIC DETECTION AND RECORDING OF CARDIAC ARRHYTHMIAS 
Edgar Haber, M.D., Boston 


J.A.M.A., Aug. 8, 1959 


The cardiac monitor here described is a 
portable instrument used in connection with 
a standard electrocardiograph. From this 
source the monitor receives impulses which 
are amplified and interpreted, actuate the 
recording mechanism, cause an alarm to 
sound, and can, optionally, start up an elec- 
trical cardiac stimulator. Five cases illustrate 
its operation in patients with episodes of 
ventricular asystole, asymptomatic changes in 
intraventricular conduction, a paroxysm of 
bigeminal rhythm, an episode of extreme 
nodal bradycardia, and bouts of asympto- 
matic paroxysmal ventricular tachycardia. In 
a sixth patient the instrument recorded a sud- 
den change from a sinus rhythm at 65 to a 
nodal rhythm at 80 beats per minute. This 
sort of continuous monitoring has evident 
advantages over intermittent observation. 


Apparatus and Technique 


The cardiac monitor is a compact, portable, 
single-channel, direct-writing, electronic instru- 
ment (about the size of a large table-model radio), 
simply built and used in conjunction with a 
standard electrocardiograph. The monitor receives 
impulses from the amplifiers of the cardiograph 
(fig. 1). On the basis of interpretation of these 
impulses it controls the motor and stylus of the 
cardiograph, a loud-speaker which produces an 
audible sound with each heartbeat, a signal de- 
vice which sounds when an arrhythmia is de- 
tected, and optionally an electrical cardiac stimu- 
lator or electric valves controlling the infusion of 
appropriate drugs. The electrodes are taped to 
the patient’s trunk and a long cable is used to 
allow for freedom of movement. Special circuits 
prevent patient movement and poor or broken 
connections from activating the device so that pa- 
tients may get in and out of bed with ease. The 
monitor may be set to detect tachycardias (above 
50 to 200 beats per minute), bradycardias (below 
2 to 60 beats per minute), or the occurrence of 
bundle-branch block (increase in duration of QRS 
complex). When an arrhythmia occurs, a distinc- 
tive signal sounds (e. g., bell for bradycardia, 
buzzer for tachycardia) and a brief cardiographic 
record is written. The signal does not cease (unless 
turned off manually) until normal rhythm is re- 
stored, but the duration of the cardiographic record 
is preset and independent of the duration of the 
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arrhythmia. At the onset of the next disturbance, 
the signal sounds again and another electrocardio- 
graphic strip is written. 

Not only will arrhythmias be detected but, once 
the diagnosis has been established in a patient with 
multiple episodes of the same disturbance, thera- 
peutic measures may be automatically initiated be- 
fore the arrival of the physician. For example, in the 
event of asystole, but not any other arrhythmia, a 
stimulator circuit can be activated to apply rhyth- 
mic pulses to the chest wall, or in the event of tach- 
ycardia responding to procainamide, an infusion of 
this drug can be started by electrical valves con- 
trolled by the monitor. As soon as the rate returns 
to within the desired range, the valves stop the in- 
fusion, only to restart it should the abnormality 
recur. Were an arrhythmia other than tachycardia 


Fig. 1.—Block diagram of monitor circuits. Patient is at- 
tached to electrocardiograph. QRS pulses from the ECG am- 
plifier are modified by signal chopper and signal analyzer so 
that only essential changes in configuration affect subsequent 
circuits and artifact potentials are eliminated. Loud-speaker 
may sound with each cardiac contraction. Intervals between 
pulses are measured in tachycardia control and bradycardia 
control circuits, while width of pulse is measured in bundle- 
branch block control circuit. Delay circuits, by averaging 
pulse rate and QRS duration, prevent transient disturbances 
from having effect, while normal rhythm and normal con- 
duction shut-off circuits inactivate device on restoration of 
rhythm to prior state. Each type of arrhythmia control circuit 
activates different type of alarm and independent intra- 
venous control. Bradycardia control may optionally turn on 
cardiac stimulator. Each arrhythmia control circuit can turn 
on ECG motor and stylus, duration of tracing being deter- 
mined by timed ECG shut-off circuit. 


to occur, the monitor in this instance would per- 
form its diagnostic services only and refrain from 
injudiciously applying therapy. 


Report of Cases 


Case 1.—A 65-year-old woman was admitted to 
the Massachusetts General Hospital, Boston, on 
March 10, 1958, because of congestive heart failure. 
There was no history of syncopal episodes. Initial 
electrocardiogram showed normal sinus rhythm and 
right bundle-branch block. After being treated with 
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digitalis and meralluride (Mercuhydrin), she had 
a diuresis with a 10-Ib. (4.5-kg.) weight loss. Sub- 
sequent electrocardiogram showed 2:1 and 3:1 heart 
block. Because of the occurrence of a convulsive 
episode, the cardiac monitor was used. On two oc- 


Fig. 2 (case 1).—Tracings taken automatically through 
monitor circuits. A, 3:1 atrioventricular block followed by 
ventricular asystole with continued atrial activity. B, ventric- 
ular systole in response to electrical stimulation. C, spontane- 
ous ventricular tachycardia. 


casions the monitor's alarm warned of ventricular 
asystole (fig. 2A) and electrical stimulation was 
begun with effective results (fig. 2B). On another 
occasion a ventricular rhythm at a rate of 100 trig- 
gered the monitor (fig. 2C) and led to manual 
slowing of an intravenous infusion of epinephrine. 


Fig. 3 (case 2).—Tracings taken automatically through 
monitor circuits. A, sinus rhythm at 80 beats per minute. 
Second part of tracing represents change in conduction 
pathway. B, nodal tachycardia at 120 changing to sinus 
rhythm at 60 beats per minute. C, sinus arrest with an 
irregular nodal bradycardia, following a faster nodal rhythm. 
D, sinus rhythm, followed by sinus arrest and then ven- 
tricular asystole. 


Case 2.—A 76-year-old woman entered the hos- 
pital on April 17, 1958, because of congestive heart 
failure related to coronary artery disease and aortic 
stenosis. There was no history suggestive of paroxys- 
mal arrhythmias. Initial electrocardiogram showed 
normal sinus rhythm. The patient was at first se- 


: 
| 
PATIENT 
AMPLIFIER 
| 
| 
Louo 
| CIRCUIT 
r 
TIMED | NORMAL 
cs SHUT OFF SHUT OFF SHUT OFF 
° 
TACHYCARDIA | BRADYCARDIA 
CONTROL CONTROL 
con 
TACHY- BRADY- 
_ 
j 


96/1784 


recorded a paroxysmal change in intraventricular 
conduction (fig. 3A) without change in rate, several 
nodal tachycardias (fig. 3B), a nodal bradycardia 


Fig. 4 (case 3).—Tracings taken automatically through 
monitor circuits. Sinus rhythm is followed by bigeminal 
rhythm. 


(fig. 3C), and sinus arrest with occasional nodal 
escape beats (fig. 3D). None of these changes in 
rhythm was symptomatic. 

Case 3.—A 79-year-old man was hospitalized on 
May 11, 1958, because of symptoms suggestive of 
intermittent cerebral vascular insufficiency. While in 
the hospital he complained of brief bouts of palpi- 
tations which never occurred in the presence of an 
observer. An electrocardiogram was within normal 
limits. The cardiac monitor was attached and after 
several hours a record of a paroxysmal episode of 
bigeminal rhythm was taken (fig. 4). 

Case 4.—A 66-year-old woman was admitted on 
May 12, 1958, because of acute bacterial endocar- 
ditis. Initial electrocardiogram (fig. 5A) showed 
atrial fibrillation at an average ventricular rate of 


Fig. 5 (case 4).—Tracings taken automatically through 
monitor circuits, A, atrial fibrillation, admission rhythm. B, 
extreme bradycardia. C, nodal rhythm. D, nodal tachycar- 
dia. 


50 beats per minute. Several hours after the monitor 
was instituted, the alarm sounded and the patient 
was found in the midst of a convulsive seizure. An 
electrocardiogram taken by the monitor revealed 
extreme nodal bradycardia (fig. 5B). Administration 
of epinephrine resulted in an increase in rate. Over 
the next 24 hours regular nodal rhythm at 80 beats 
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lected as a control for study of the monitor's stabil- 
ity. However, during a 24-hour period the monitor 
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per minute (fig. 5C) and a nodal tachycardia at 130 
beats per minute (fig. 5D) were recorded by the 
monitor but were unassociated with symptoms. 
Case 5.—A 58-year-old woman was admitted to 
the hospital on May 16, 1958, because of intermit- 


Fig. 6 (case 5).—Tragings taken automatically through 
monitor circuits. Sinus rhythm at 80 beats per minute 
changing to nodal rhythm at 90 beats per minute, with 
marked change in conduction pathway. 


tent periods of faintness and vertigo. The initial 
electrocardiogram showed sinus rhythm at a rate 
of 65 beats per minute. Within an hour the patient’s 
heartbeat had spontaneously converted to a nodal 
rhythm at a rate of 80 beats per minute, which was 
recorded by the monitor (fig. 6). 

Case 6.—A 61-year-old woman was admitted on 
June 3, 1958, with a history of complete heart block 
of many years’ duration and occasional episodes in- 
terpreted as Stokes-Adams syncope. The electro- 
cardiogram showed that rhythm on admission (fig. 
7A) was complete atrioventricular dissociation. In 
the course of a 24-hour period several bouts of 
paroxysmal ventricular tachycardia were recorded 
by the monitor; none of these was symptomatic 
(fig. 7B). Comment 

These six cases illustrate that the monitor is cap- 
able of detecting not only tachycardias (cases 2, 
4, and 6), bradycardias, or asystole (cases 1, 2, and 4) 


Fig. 7 (case 6).—Tracings taken automatically through 
monitor circuits. A, admission rhythm, third-degree heart 
block. B, runs of paroxysmal ventricular tachycardia. 


but also changes in the configuration of the QRS 
complex without significant change in rate (cases 1, 
2, 3, and 5). 

Aside from evident application in the operating 
room or in instances of known Stokes-Adams syn- 
cope, it may be used to advantage in patients who 
complain of paroxysmal palpitations or those who 
are likely to develop dangerous arrhythmias. In an 
already present arrhythmia under treatment, the 
device may be used in monitoring the time of con- 
version to normal rhythm so that medication need 
not be continued longer than necessary. 
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Because of the stability of the circuit, it may be 
used with relative patient comfort for long periods. 
In one instance the monitor remained in place con- 
tinuously for three days, during which time several 
moves from chair to bed or commode were made 
without accidental activation of the device. 


Summary 


A cardiac monitor used during the occurrence 
of significant cardiac arrhythmia will sound an 
alarm, cause an electrocardiograph record to be 
taken, stimulate the heart electrically during asys- 
tole, and cause pharmacological agents to be ad- 
ministered during appropriate changes in rhythm. 
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It is believed that this device will be of value in 
warning of the occurrence, recording the nature, 
and in some instances beginning treatment of par- 
oxysmal cardiac arrhythmias. 


4890 Battery Lane, Bethesda, Md. 
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SIMPLIFIED TECHNIQUE FOR SEPARATION OF CANCER CELLS 
FROM BLOOD 


LeRoy Long, M.D., Stuart Roberts, M.D., Ruth McGrath, B.S. 


and 


Elizabeth McGrew, M.D., Chicago 


Cancer cells are often found in the blood stream 
of patients with malignant diseases, but only re- 
cently have laboratory techniques enabled more 
complete study of this phenomenon. Engell’ re- 
opened this field of investigation; he pointed out 
that malignant cells in the blood were first identi- 
fied almost 100 years ago, but since that time only 
sporadic reports had appeared in the literature. In 
the course of these new studies, certain inconsis- 
tencies have arisen which require numerous ob- 
servations of patients and the concurrent examina- 
tion of their blood for the presence or absence of 
tumor cells. Because of the technical difficulties in 
the separation methods currently in use, requiring 
skilled techinicians and expensive equipment, 
many persons have been loath to attempt such 
studies. For this reason a modification of the tech- 
nique first described by Malmgren and co-workers ” 
has been developed by us which stresses simplicity, 
the use of ordinary laboratory equipment, and, 
insofar as possible, maintenance of the physiological 


state. Review of Previous Methods 


The method utilized by Engell requires the use 
of 2 to 5 ml. of heparinized blood from which the 
cellular elements are collected after centrifugation. 


From the departments of surgery and pathology, ‘University of Tili- 
nois Hospitals. 


The Malmgren method for the isolation of 
cancer cells from whole blood was simplified 
by substituting a centrifuge process for the 
filtration method of collecting cells for exami- 
nation. The new method, which can be 
carried out in the average laboratory, pro- 
duces slides of a quality comparable to those 
from other techniques with regard to preser- 
vation of tumor cell structure, minimal cell 
clumping on the slide, and adequate red cell 
removal from the final preparation. The 
Papanicolaou preparation of the slide dis- 
tinguishes the malignant cell when read by 
a competent cytologist. 


These cells are treated with 1% saponin solution to 
lyse red blood cells; the remaining white blood cells 
and tumor cells are then coagulated with citrated 
plasma. These cellular “buttons” are then treated 
according to ordinary histological technique, 
mounted in paraffin, cut into serial sections, and 
stained with Hansen’s hematoxylin and 1% aqueous 
eosin. The principle of this technique is hemolysis. 
Although this is the classic approach to the problem 
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of isolation of malignant cells from the blood, the 
technical manipulations are considerable and the 
tumor cells may be damaged by the strong hemolyz- 
ing agent used. 


1. Add blood to tubes 


[ 
C 


| entrifuge | 


Preserve and stain 
a] by Papanicolaou method 

4 Streok on slide 


} 


Centrifuge 


2 with saline 


Centrifuge 


3. Incubate with strepolysin 


samples ore processed in the some SO ce. centrifuge 


Fig. 1.—Procedure of separation of cancer cells from blood. 


A second method currently in use was developed 
by Sandberg and Moore.* This method relies on 
artificially accelerated sedimentation of red blood 
cells with bovine fibrinogen. The supernatant fluid 
is then centrifuged and the sedimented cells are 
smeared and stained with Wright's stain. The ad- 
vantage of this method is simplicity, but the draw- 
backs make this method less acceptable than others. 
These disadvantages include lack of quantitation, 
loss of tumor cells which are carried down with the 
sedimented erythrocytes, and the further disad- 
vantage that the 5-10% erythrocytes which remain 
form a red precipitate when stained by the 
Papanicolaou method. 

Beginning work in July, 1956, Roberts and asso- 
ciates * developed still another method, which took 
advantage of the fact that tumor cells are usually 
lighter than the formed elements of blood. Once 
again heparinized blood (10 ml.) is used. Fibrino- 
gen is added to speed sedimentation of the erythro- 
cytes. The supernatant portion is then decanted and 
layered over 5 ml. of iso-osmotic albumin solution 
with a specific gravity intermediate between that of 
tumor cells and that of normal blood cells. This 
preparation is then centrifuged and the heavier 
leukocytes are spun to the bottom of the tube, while 
the tumor cells collect at the plasma-albumin inter- 
face. Aspiration of the cells at the interface is carried 
out, and they are streaked on glass slides, preserved, 
and stained by the Papanicolaou method. The cells 
which have passed through the plasma-albumin in- 
terface are similarly treated, since it was observed 
that many tumor cells approximated the weight of 
white blood cells and were found with these sedi- 
mented cells. The principal advantage of this 
method is that it is physiological. The cell nucleus 
and cytoplasm are well preserved. Its main disad- 
vantage is that it is not quantitative. A specimen 
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negative for tumor cells does not mean that cells are 
absent, since many tumor cells are lost in the initial 
sedimentation of erythrocytes. 

The method developed by Malmgren and asso- 
ciates* is a combined enzymatic and _ filtration 
method. Each blood sample (20 ml.) is washed 
with saline solution to remove naturally occurring 
antistreptolysin. The sample is then treated with 
streptolysin O, which lyses the erythrocytes and the 
polymorphonuclear leukocytes. After this, the re- 
maining lymphocytes and tumor cells are resus- 
pended in saline solution and filtered through a fine 
(5) filter. The filters are then stained and mounted 
on large glass slides for examination. Filtration re- 
quires the use of an apparatus for creating negative 
pressure. The most obvious advantage of this 
method is quantitation. The advocates of this 
method have shown 100% recovery of counted 
cells. Also, a human tumor established in tissue 
culture was added to a blood sample and resepa- 
rated by this method. It was then successfully 
reimplanted—thus demonstrating viability of the 
tumor cells. 

In our hands, however, this method has _pre- 
sented several difficulties. Filtration is technically 
difficult and unpredictable. Some samples are easily 
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Fig.2.—Photomicrograph showing epidermoid carci- 
noma of penis (x 1,100). 


filtered, while others require much time and many 
filter changes. Cells are often distorted in the 
interstices of the filter by the pressure required for 
filtration. Microscopically, the filters are “wavy,” as 
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there is much background debris, making examina- 
tion of the slides difficult. Also, the streptolysin O 
added to lyse the susceptible cells is hyperosmolar. 
(Made up with buffered solution, the streptolysin 
O solution is 790 milliosmols [mOsm.] per liter. ) 


Collection of Samples 


As has been done in previous work reported from 
this laboratory, samples are collected from a variety 
of sources. These include peripheral (antecubital 
vein) catheter samples from large veins draining 
the general tumor area (inferior vena cava, axillary 
vein, etc.) and samples from veins directly draining 
the tumor (renal vein, mesenteric vein, etc. ). 


Method 


We have modified Malmgren’s method * with use 
of streptolysin O but rely on centrifugation rather 
than filtration to isolate the cancer cells; this is a 
very simple procedure and can be carried out with- 
out elaborate laboratory facilities; moreover, highly 
trained technicians are not required for this method. 
In the course of handling a blood sample there are 
only two procedures requiring the transfer of the 
sample from one container to another; these are 
the change of the blood sample from the syringe to 
a centrifuge tube and the transfer of the remaining 
tumor and white blood cells to glass slides. All steps 
concerning the actual lysis of red blood cells and 
polymorphonuclear Jeukocytes are carried out in 
the same 50-ml. conical centrifuge tube. This tube 
and the collecting syringes are siliconized with one 
of the standard materials generally available. A 
water bath, a centrifuge capable of 1,000 rpm, and 
ordinary glass microscope slides complete the neces- 
sary physical items. Reagents necessary are strep- 
tolysin O, isotonic sodium chloride solution, and 
distilled water. The general procedure is outlined in 
figure 1, and the detailed steps are given below. 

1. Whole blood (10 ml.) is collected in a sili- 
conized syringe and transferred to a 50-ml. 
siliconized conical centrifuge tube. These tubes 
contain 1 mg. of heparin in 0.1 ml. of solution. 

2. The sample is centrifuged at 1,000 rpm for 
20 minutes. 

3. The plasma is decanted and 15 ml. of isotonic 
sodium chloride solution is added and mixed. The 
sample is recentrifuged for 20 minutes as before. 

4. Once again the supernatant fluid is decanted 
and 15 ml. of saline solution is added, mixed, and 
centrifuged for 20 minutes. These washings are 
performed to remove the naturally occurring anti- 
streptolysin. 

5. Three 10-ml. vials of streptolysin O reagent 
(Difco Laboratories, Detroit) are prepared with 
use of 9 ml. of distilled water per vial. This must be 
used within 10 minutes. With most lots of streptol- 
ysin O this has resulted in a solution containing 
280 mOsm. per liter. 
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6. The supernatant fluid of the last washing 
(step 4) is decanted, the three vials of streptolysin 
O are added, and the tube with its contents of 
enzyme and sedimented cells is incubated in a 
water bath at 39 C for 10 minutes. The contents are 
agitated gently during this incubation. 

7. After incubation, the tube is centrifuged for 
10 minutes at 1,000 rpm. 

8. The supernatant fluid is decanted and 10 ml. 
of isotonic sodium chloride solution is added, the 
tube being once again centrifuged for 10 minutes 
at 1,000 rpm. This washing is to remove cell debris. 

9. The supernatant fluid is decanted and the sedi- 
ment placed on 12 ordinary glass slides and fixed 
immediately in ether-alcohol solution. These slides 
are Stained by the Papanicolaou technique.” 


3 
Fig. 3.—Photomicrograph showing undifferentiated 
malignant retroperitoneal tumor ( 1,100). 


10. Scanning is performed. 
11. Confirmation by a trained cytologist is indi- 
cated. 
Results 


From a cytological standpoint the preparations 
obtained by this method have been satisfactory 
(fig. 2 and 3). There is a background of lym- 
phocytes with a few polymorphonuclear leukocytes. 
It is sometimes possible to place the sediment on 
fewer than 12 slides, while at other times more will 
be necessary—the important consideration being a 
thin smear which makes the formidable process of 
scanning more reasonable. Most of the cells have 
been single, although some clumps have been identi- 
fied. Some apparent tumor cells are stripped of their 
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cytoplasm. We have also observed a number of 
large celis with a lobulated nucleus. These at first 
appear to be malignant cells, but further study has 
indicated that these are megakaryocytes—not malig- 
nant cells. Figure 4 shows such a cell which was 
identified in the peripheral blood of a patient with 
preinvasive carcinoma of the uterine cervix. Also 
shown in figure 4 is a megakaryocyte from the mar- 
row of a “normal” patient for comparison. Both have 
been stained by the Papanicolaou method. 
Viability of cells processed by this method has 
been shown by treating a suspension of Walker-256 
carcinosarcoma Cells by the above method and then 


injecting the suspension subcutaneously into rats. 
Four of 10 rats so injected developed tumor “takes.” 
The usual “take” is 100%, 

As stated previously, the method as described is 
extremely simple and can be carried out without 
elaborate equipment. In addition, the number of 
positive samples in 100 patients is about twice that 
revealed in our “interface” method. However, since 
the number of various types of cancer in this series 
is comparatively small, we are not reporting the 
actual percentage figures at this time. 


Summary 


A method of isolating cancer cells from the pe- 
ripheral blood has been developed which is a modi- 
fication of a method previously described but is 
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Fig. 4.—Left, megakaiyocyte from bone marrow of “normal” patient. Right, cell believed to be mega- 
karyocyte isolated from peripheral blood of patient with preinvasive carcinoma of cervix ( x 1,100). 
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much simpler. Our preliminary experience with it 
indicates that it compares favorably with other 
methods as far as quantitation is concerned. Its 
main advantage is that it is a technically easy 
method requiring only reagents and equipment 
available in most laboratories. The ever-present 
burden of careful scanning cannot be avoided, and 
the availability of a competent cytologist for posi- 
tive identification of malignant cells is still essential. 


840 S. Wood (12) (Dr. Long). 


This study was aided by a grant from the U.S. Public 
Health Service. 
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INCIDENCE OF CHOLECYSTITIS AND OTHER DISEASES 
AMONG PIMA INDIANS OF SOUTHERN ARIZONA 


Frank G. Hesse, M.D., Sacaton, Ariz. 


It is well known to physicians working on Indian 
reservations in the Southwest that there is a rela- 
tively high incidence of gallbladder disease and low 
incidence of arteriosclerotic heart disease and pep- 
tic ulcer among southwestern Indian tribes. Lam,' 
in 1954, reported that gallbladder disease accounts 
for 3.6% of all hospital admissions and is the most 
frequent surgical condition encountered among the 
Sioux Indians. Gilbert,’ in 1955, reviewed 10,267 
Navaho Indian hospital admissions and reported 
125 admissions for gallbladder disease and only 5 
admissions in which coronary thrombosis was sus- 
pected (in none of these was it proved). No further 
reference to the incidence of these diseases is en- 
countered in the medical literature. The present 
study reports the incidence of cholecystitis, arterio- 
sclerotic heart disease, and peptic ulcer among the 
Pima Indians from the time (July, 1955) when the 
U. S. Public Health Service assumed responsibility 
for the medical care of the American Indian. 

The Pima Indians live on a 372,000-acre reser- 
vation in the southern Arizona desert. They have 
accepted many of the white man’s ways, especially 
modern medicine. Tribal medicine is almost extinct 
among the Pimas,’ in contrast to many other south- 
western tribes in which many diseases are treated 
by medicine men, making a statistical report almost 
impossible. The Pimas receive their medical care 
exclusively at the PHS Indian hospitals at Sacaton 
and Phoenix, Ariz. This report is an analysis of the 
records of these two hospitals over the two-year 
period from July, 1955, to June, 1957. The propor- 
tionate age groups of the tribe were obtained by 
estimates made from the 1950 U. S. census report.* 

Findings 

Gallbladder Disease.—There were 125 admissions 
for cholecystitis during this two-year period. These 
came from a population of 4,668,‘ of which 2,688 
are above the age of 15 years and in the cholecys- 
titis-susceptible age group. Out of every 100 Pima 
Indians above the age of 15, 2.3 were admitted 
yearly because of gallbladder disease. Admissions 
were for severe acute cholecystitis or for recurrent 
chronic cholecystitis with acute exacerbation of the 
disease. Patients with mild cases of cholecystitis 
were treated as outpatients and were not included 
in this study. The diagnoses were established on the 
basis of clinical history and physical examination 
and were supported by abnormal cholecystograms 
in 92% of the 125 admissions in this group. 


From the U. Ss. Public Health Service Indian | Hospital. Dr. Hesse is 
now with the Department of Surgery, State University of New York, 
Upstate Medical Center, Syracuse, N. Y. 


Among 2,688 Pima Indians above the age 
of 15 years there were 125 hospital admis- 
sions for cholecystitis during a two-year 
period. During that same period only three 
cases of myocardial infarction were definitely 
diagnosed, no patient was treated for angina 
pectoris, and no case of peptic ulcer was 
reported. The average Pima Indian was 
found to consume 2,800 calories daily, and 
fats comprised 24% of the calories intake, 
with 87% being animal fat; lard was used 
almost exclusively as a cooking fat. Meat 
and vegetables were usually eaten about 
once a week. The role of diet in the etiology 
of the disease pattern among Pima Indians 
is consistent with current thinking as to the 
pathogenesis of degenerative heart disease. 


Persons in all age groups between 20 and 70 
years were approximately equally affected, with a 


preponderance in the sixth decade. There was a 
relatively high frequency in females below the age 
of 30. The incidence of cholecystitis is seven times 
higher in the female than the male (see table). 

The incidence of diabetes in patients with chole- 
cystitis was 12.5%. This compares te an incidence 
of 11.6% among all Pima Indian hospital admissions, 
suggesting that, while there is a relatively high inci- 
dence of diabetes among the Pimas, cholecystitis 
does not seem to be related to it. A history of cho- 
lecystitis in the immediate family was obtained in 
34% of all patients with gallbladder disease. Chole- 
cystectomy was performed in 74 patients during the 
two years, 18 of whom required exploration of the 
common duct. 

Gallbladder carcinoma was found during opera- 
tion in two Pima Indians. Of patients from all tribes 
admitted for cholecystitis to these two hospitals, 8 
were found to have carcinoma of the gallbladder 
out of 273 admissions for cholecystitis—an incidence 
of 2.9%. Carcinoma of the gallbladder was the most 
common form of cancer seen in these two hospitals 
during the two years. 

Arteriosclerotic Heart Disease.—There were three 
cases of myocardial infarction definitely diagnosed 
among Pima Indian admissions during the two 
years. One other patient had a clinical course sug- 
gestive of myocardial infarction but showed only a 
left bundle-branch block. Two other Pima Indians 


4 

2 ‘ 

a 

2 


were suspected of having myocardial infarction, 
though the history was difficult to obtain and the 
patients died aged 78 and 90, respectively, before 
an electrocardiogram was recorded. 

No patient was treated for angina pectoris at the 
Sacaton hospital during the two years studied. Dur- 
ing 1956, there were only 12 cases of coronary 
thrombosis diagnosed among the 23,000 south- 
western Indians cared for by the Phoenix area 
office of the U. S. Public Health Service. 

Peptic Ulcer.—There was no case of peptic ulcer 
reported among the Pima Indians in these two 
years. Among all tribes treated at the PHS Indian 
hospital at Phoenix, averaging 8,500 admissions 
annually, only 2 cases of duodenal ulcer, proved by 
x-ray, were found during the two-year period. Two 
other patients with a clinical history which sug- 
gested peptic ulcer had a normal gastrointestinal 
series. In 1956 five cases of peptic ulcer were diag- 
nosed among the 23,000 southwestern Indians under 
the jurisdiction of the Phoenix area office. 


Comment 


The high incidence of gallbladder disease and the 
low incidence of arteriosclerotic heart disease and 
peptic ulcer in a relatively inbred tribe is difficult 
to explain on the basis of the currently suspected 
etiology of these diseases. The findings among the 
Pima Indians are consistent with the findings of 
Lam ‘ among the Sioux Indians and Gilbert * among 
the Navaho tribe. The low incidence of peptic 
ulcer in an Indian tribe has not been previously 
reported. 

Surgical facilities were inadequate in previous 
years to meet the demand for elective gallbladder 
operations, so that conservative treatment for chote- 
cystitis was commonly prolonged. This may account 
partially for the high incidence of recurrent acute 
exacerbations of chronic cholecystitis and for the 
relative frequency of carcinoma of the gallbladder. 

Other contributing factors may be the heavy body 
build with a tendency toward obesity found among 
Pima Indians. The role of diet in the etiology of this 
disease pattern is difficult to evaluate. A diet study 
of Pima Indians shows their basic food to consist of 
beans, tortillas, and coffee, with hot chili peppers a 
commonly used side dish. Meat and vegetables are 
usually eaten about once a week, due to lack of 
funds and lack of storage facilities for perishable 
foods. The average Pima Indian consumes 2,800 
calories daily. This contains 105 Gm. of protein, of 
which only 16% originates from animal sources. Fats 
comprise 24% of the calorie intake, with 87% being 
animal fat. Most foods are fried in lard, which is 
used almost exclusively as a cooking fat.° 

It is conceivable that the quantities of fried and 
spicy foods eaten regularly by Pima Indians may 
aggravate existing cholecystitis. The low incidence 
of coronary disease among these Indian groups in 
view of the relatively low-fat diet is consistent with 
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the findings of Keys*® in other population groups 
where a low fat intake was proportional to a low 
incidence of degenerative heart disease. 

The rare occurrence of peptic ulcer among the 
Pimas and other Indian tribes may be due to the 
relatively low stress and noncompetitive nature of 
Indian communal life. It will be interesting to note 
any future changes in this disease pattern as the 
Indian is assimilated more into the competitive 
society of the United States. 


Summary 


A study of the incidence of gallbladder disease, 
arteriosclerotic heart disease, and peptic ulcer 
among the Pima Indians of southern Arizona was 
facilitated because the Pima is one of the few tribes 
that has completely accepted modern medicine; the 
statistical evaluation is, therefore, reasonably valid. 
In a population of 2,688 Pima Indians above the 
age of 15 years, 125 were admitted over a two-year 
period for gallbladder disease. The occurrence of 
cholecystitis is seven times more frequent in the 
female than in the male. Eight cases of carcinoma 


Incidence of Cholecystitis According to Age and Size of 
Population Among Pima Indians, 1955-1957 


Rate 
No. with Cholecystitis per 100 


Popu- Popu- 

Age, Yr. lation Male Female Total lation 
428 0 4 0.9 
620 2 31 33 5.3 
475 2 23 5.3 
432 1 17 18 4.2 
306 7 23 30 9.8 
250 3 10 13 
1i7 0 2 2 11 
2,688 16 110 125 4.6 


of the gallbladder were found among 273 admis- 
sions for gallbladder disease; this was the most 
common form of cancer seen. Three cases of myo- 
cardial infarction were diagnosed among Pima In- 
dian admissions during the two years; no patient 
with angina pectoris was encountered. The low in- 
cidence of arteriosclerotic heart disease is interest- 
ing in that these Indians eat a relatively low-fat 
diet. No patients with peptic ulcer were seen during 
this same period. 

105 Smith Lane, Syracuse, N. Y. 
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ELECTROSHOCK THERAPY AND TRANQUILIZING DRUGS 
Stanley Lesse, M.D., New York 


Determination of the relative merits and effective- 
ness of the tranquilizing drugs, as compared to 
electroshock therapy, in the management of certain 
types of psychiatric disorders is a controversial mat- 
ter in present-day psychiatry. Some physicians main- 
tain that electroshock therapy in combination with 
use of various tranquilizing drugs is more effective 
than electroshock therapy alone.’ Others warn that 
this technique is fraught with danger.* The follow- 
ing observations are a summary of my experiences 
in this field during the past four years. 

All the patients in these series were seen in pri- 
vate practice. They all received electroshock ther- 
apy in a hospital setting on either an inpatient or an 
outpatient basis, and they all had complete general 
and neurological examinations at the time of the 
initial visit. All patients over 35 years of age had 
electrocardiograms and chest x-rays prior to the 
electroconvulsive therapy (ECT). Laboratory studies 
were performed if indicated. In all but a few of the 
patients the ECT technique was to put the patient 
in a light sleep with intravenous administration of 
thiopental (Pentothal) sodium and then to admin- 
ister succinylcholine (Anectine) chloride intraven- 
ously. The electric current was delivered with use of 
a standard unit, 50 seconds after the injection of 
succinylcholine. 


Method of Evaluating Level of Improvement 


The technique used in evaluating the level of im- 
provement was the same as that explained by me in 
previous publications on various therapeutic meth- 
ods.* It considers and attempts to quantify, when- 
ever possible, both subjective and objective factors. 
The criteria used stress the patient's adaptation to 
routine responsibilities of everyday life in addition 
to the degree of symptomatic improvement. The 
degree of pride and pleasure derived from success- 
ful performance was also considered. This is a rather 
strict technique of evaluation and presupposes that 
the patient has been facing the routine responsibil- 
ities of everyday life. In detail, the factors evaluated 
were as follows: 

Performance.—Vocational performance was con- 
sidered (1) excellent if the patient held full-time 
employment, functioning efficiently without strain 
and taking great pride and pleasure from attain- 
ments; (2) good if he held full-time employment, 
functioning with greater effort than was necessary 
prior to illness and taking moderate pride and 
pleasure from attainments; (3) fair if he was em- 


From the Neurological Institute of the Presbyterian Hospital of New 
York and the Department of Neurology, Columbia University. 

Read in part before the 14th Annual Meeting of the Electro-Shock 
Research Association, San Francisco, May 11, 1958. 


El: zctroshock therapy (EST) was used in 170 
patients whose mental illness had not been 
ameliorated by intensive treatment with tran- 
quilizing drugs. All of these patients were in- 
capable of social or vocational activity before 
the EST and were rated 1 (lowest) on a 4-point 
scale. In another group of 131 patients the 
EST was given while the administration of 
tranquilizers vas continued. Of the 170 po- 
tients, 117 {69%) had satisfactory results 
with EST, as measured by higher ratings on 
the scale. Simultaneous use of tranquilizers 
with EST did not reduce the number of EST 
treatments needed for good results, decrease 
apprehensiveness before treatments, or short- 
en the postconvulsive psychoses; neither did 
it increase the risks of EST. It did help in the 
management of agitated patients. It is there- 
fore recommended only when specifically 
indicated in a given situation. 


ployed intermittently, functioning with considerable 
difficulty and frequently absent with faulty per- 
formance at times and lack of pride and pleasure; 
and (4) poor if he was unable to perform at all. 

Social performance (individual and group inter- 
personal relationships) was considered (1) excellent 
when his social performance was active and com- 
fortable with a high level of pride and pleasure 
obtained; (2) good when it was active but with 
slight to moderate difficulty at times and with lim- 
ited pleasure capacity; (3) fair when he socialized 
with great difficulty, readily became anxious, and 
had a lack of pride and limited and infrequent 
pleasure; and (4) poor when his behavior was se- 
clusive or his relations were chaotic. 

Amelioration of Anxiety.—Second, the patient's 
anxiety and its degree of amelioration were meas- 
ured. Anxiety is defined here in its broadest aspect. 
I consider it synonymous with fear, whether this 
fear is generated by unconscious conflict or actual 
difficulties, and I attempted to quantify anxiety 
according to a four-point scale after analyzing this 
psychophysiological phenomenon into several com- 
ponents; namely, motor, affectual, verbal, and au- 
tonomic. The scale was as follows: (1) calm, no 
restlessness, overt expression of fear, when it oc- 
curred, appropriate to the severity of the actual 
stress; (2) slight restlessness, slight affectual expres- 
sion of fear, slight pressure of speech; (3) marked 
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restlessness, pacing, marked overt affectual expres- 
sion of fear, often severe pressure of speech; and 
(4) panic. 

Amelioration of Initial Symptoms.—The third 
criterion, degree of amelioration of initial symp- 
toms, was also marked on a four-point scale, as 
follows: (1) excellent, all symptoms completely 
gone; (2) good, symptoms markedly reduced in 
intensity and frequency, patient able to cope with 
them; (3) fair, slight improvement only with the 
symptoms continuing to plague patient most of the 
time and with marked impact; and (4) poor, symp- 
toms unchanged. 

Dreams.—Whenever possible, dreams were sought 
out and studied in an attempt to gain additional 
information. Disappearance of nightmares, decrease 
in the frequency of rage dreams, and increase in the 
frequency of pleasant dreams were points evaluated. 

Final Improvement Rating.—The final improve- 
ment rating, on a four-point scale, took into account 
all factors described above: (1) excellent: full-time 
efficient employment, active and comfortable in so- 
cial performance, marked pride and pleasure from 
vocational and social performance; (2) good: full- 
time employment but requiring slightly greater 
effort than usual, active socially but with slight to 
moderate difficulties at times, slight residual anxiety, 
symptoms markedly reduced in intensity and fre- 
quency, limited pride and pleasure from perform- 
ance; (3) fair: working but with considerable diffi- 
culties and frequent absences, socializing with great 
difficulty, moderate to marked residual anxiety, 
slight improvement in symptoms but minimal pride 
and pleasure from performance; and (4): poor, un- 
able to perform vocationally or socially, anxiety 
level severe and unchanged, symptoms unchanged, 
absence of pride and pleasure from performance. 


Electroshock Therapy After Failure of Intensive 
Drug Therapy 


I treated with electroshock therapy 170 severely 
ill patients who were first exposed to intensive treat- 
ment with various tranquilizing drugs. Prior to the 
onset of electroshock therapy all were very ill, un- 
able to perform vocationally or socially in addition 
to being plagued by disturbing symptoms. There 
were 108 women, ranging in age from 22 to 74 
years, and 62 men, from 25 to 71 years of age. 
There was a broad range of diagnosis of psychotic 
illnesses commonly seen in active neuropsychiatric 
practices and in clinics; 94 patients had schizo- 
phrenia, of whom 33 were classed as mixed; 20, 
catatonic; 20, depressed; 12, pseudoneurotic; and 9, 
paranoid, Sixty-one had involutional melancholia; 
11, organic psychoses; and 4, manic-depressive 
psychoses. 

The duration of illness in this group of patients 
prior to their electroshock treatments ranged from 
three weeks to eight years, most of them having 
been very sick for from one to eight months. Ther- 
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apy with phenothiazine derivatives was adminis- 
tered for at least two weeks and with reserpine for 
a minimum of three weeks before institution of 
electroshock therapy. Some workers, especially 
those in large public institutions, will claim that 
these periods are not long enough in some instances 
to test the efficacy of the tranquilizers. I would 
answer this claim with the facts that those patients 
who were switched to electroshock therapy after 
two to three weeks of therapy with tranquilizers 
were becoming much worse and were in many in- 
stances a danger to themselves or to the community. 
Second, it was my experience with the phenothia- 
zines * that if they did not begin to produce definite 
results during the first few weeks of treatment, pro- 
viding the dosages were in the higher range, the 
chances for effective results were poor. Similar re- 
sults have occurred with the use of reserpine in 
private practice; if definite benefit is not noted in 
three weeks there is little likelihood of any signifi- 
cant changes from the drug. 

The patients had received a variety of the more 
popular tranquilizers; 89 were receiving therapy 
with chlorpromazine hydrochloride; 58 with proma- 
zine hydrochloride; 57 with prochlorperazine; 40 , 
with perphenazine; 45 with reserpine; and 68 with 
meprobamate. As will be noted from the figures 
many patients had received two or more drugs 
before electroshock therapy was instituted. 

Those patients given chlorpromazine or proma- 
zine received the drug for a minimum of two weeks 
at maximum dosages of 600 mg. per day. Those 
given prochlorperazine received the drug for two 
or more weeks, the maximum daily dose being 125 
mg. Patients given perphenazine remained on the 
drug for two or more weeks, the maximum daily 
dose being 64 mg. Those on reserpine were treated 
for a minimum of three weeks, and the maximum 
daily dose was 5 mg. Twenty-six patients received 
combined treatment with reserpine and chlorpro- 
mazine. In addition, 68 patients had received treat- 
ment with meprobamate ranging from 3,000 to 
8,000 mg. per day. 

In spite of drug therapy these patients remained 
unable to perform vocationally or socially. Before 
electroshock was instituted drug therapy was dis- 
continued for 48 hours in the case of the phenothia- 
zines and 72 hours for reserpine. Most patients had 
not had drug therapy for a week. The patients 
received from 5 to 18 electroshock treatments (EST), 
the average being 8. Each patient served as his own 
therapeutic control. Of the 170 patients 69 (41%) 
improved under electroshock therapy to the point of 
improvement rating 1; 48 (28%) to the point of rat- 
ing 2; 21 (12%) showed the slight improvement of 
rating 3; and 32 (19%) remained unchanged (rat- 
ing 4). 

Of 170 patients 117 (69%) achieved improvement 
ratings 1 and 2; that is, they improved to the point 
of being able to function socially and vocationally 
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on a high plane of efficiency and with a marked de- 
gree of pride and pleasure. Only those persons who 
continued to function at these levels for a minimum 
of three months were included in groups 1 and 2. 
The table shows level of improvement related to 
type of illness. It will be noted that 83% of those 
who were diagnosed as having involutional depres- 
sions had very good results and were included in 
groups 1 and 2, as compared with 65% of the schizo- 
phrenic patients. Analyzing the results further I 
found that of the 53 patients who failed to respond 
to electroshock therapy 39 had been ill for more 
than a year. The time relationship is striking when 
it is noted that 26 of the 33 schizophrenic patients 
who were therapeutic failures had been acutely 
psychotic for more than a year and were severely 
regressed. 

Another group of 86 patients, who had obtained 
only transient improvement from electroshock treat- 
ments administered by other psychiatrists, was also 
reviewed. They were treated intensively with sev- 
eral of the phenothiazine derivatives (i. e., 66 pa- 
tients given up to 1,000 mg. of chlorpromazine per 
day; 9, up to 1,000 mg. of promazine; 6, up to 250 
mg. of prochlorperazine; and 4, up to 80 mg. of 
perphenazine. Nineteen (23%) of these patients re- 
sponded very satisfactorily, and 37 of the remaining 
66 responded to subsequent series of electroshock. 


Electroshock Therapy in Combination with 
Tranquilizing Drugs 


A total of 131 patients were treated with electro- 
shock therapy in combination with tranquilizing 
drugs as follows: 123 had EST in combination with 
phenothiazine derivatives, of whom 96 had chlor- 
promazine; 12, promazine; 9, prochlorperazine; and 
6, perphenazine; 4 had EST in combination with 
reserpine; and 4, in combination with meprobamate. 
All patients had been treated intensively with one 
’ or more of the above-named drugs without signifi- 
cant improvement, and all were severely ill. Eighty- 
seven were women ranging in age from 21 to 73 
while 44 were men, aged from 22 to 69. There were 
among them 78 patients with schizophrenia, of 
whom 33 were classed as mixed; 16 as depressed; 
15, pseudoneurotic; 8, catatonic; and 6, paranoid. 
There were 49 patients with involutional depres- 
sions, 2 with manic-depressive psychoses, and 2 with 
organic psychoses. Sixty-two of the patients had 
had EST previously. The duration of illness in 
patients in this series prior to the onset of combined 
treatment ranged from five weeks to 10 years, most 
patients having been very ill for from six weeks 
to 10 months. 

The therapeutic technique was as follows: The 
patients continued to take the same total daily dose 
of a tranquilizing drug as they had prior to the 
onset of EST. The daily doses of the phenothiazines 
during EST ranged from 200 to 800 mg., with an 
average dose of 500 mg. for chlorpromazine and 
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promazine; from 60 to 175 mg., average dose 100 
mg. for prochlorperazine; and from 24 to 64 mg., 
average 48 mg. for perphenazine. The daily doses 
of reserpine ranged from 2 to 15 mg., average dose 
6 mg.; and the daily doses of meprobamate ranged 
from 1,600 to 4,800 mg., average 2,000 mg. Pre- 
medication with intravenously given thiopental and 
succinylcholine was routine. A total of 1,024 com- 
bined treatments was given. The individual series 
ranged from 4 to 21 treatments, with the average 
about 8. 

In general, in our experience, there was no sig- 
nificant advantage in using electroshock therapy in 
combination with the phenothiazine preparations 
over routine electroshock therapy by itself, except 
in a few limited situations that will be pointed out. 
In this, the impression of others' that combined 
treatment with ECT and chlorpromazine reduces 
the total number of treatments required for good 
results was not confirmed. If one reviews the liter- 
ature on this point one gathers that there is no 
convincing statistical documentation to substantiate 
the impressions of the authors. I found the average 


Improvement with Electroshock After Failure of Drug 
Therapy Related to Type of Psychosis 
in 170 Patients 


Improvement Rating 


Original Diagnosis tients No. % 
Sehizophrenia ow 29 


Involutional melancholia. 61 33 


Manic-depressive 
psychoses 


Organie psychoses 
Patients, total no. ..... 


number of treatments per patient with combined 
therapy to be the same as for a group of 150 pa- 
tients, with similar diagnoses, treated with EST 
alone. 

The improvement ratings with combined therapy 
were statistically very close to the ones obtained 
with EST alone. We found that 94 (72%) of the 131 
patients treated by the combined technique were 
able to function socially and vocationally as they 
had prior tp the onset of their psychoses. The break- 
down as for the group treated with EST alone was 
as follows: 41 (31%) of the 131 patients achieved an 
improvement rating of 1; 53 (41%) a rating of 2; 19 
(15%), 3; and 18 (13%), 4. There were no specific 
benefits from combined treatment for patients with 
schizophrenia or agitated depressions. As with all 
other therapies the more chronic the illness the 
poorer the results. This study could not confirm the 
impressions of those who claimed that combined 
therapy was superior to EST alone in the treatment 
of the chronic psychoses.* 

I did not find that there was any lessening of the 
painful anticipation and anxiety that so often pre- 
cedes electroshock therapy with the combined phe- 
nothiazine-EST technique, nor could I confirm the 
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impressions of some ° that EST in combination with 
the tranquilizing drugs decreased or in any way ab- 
breviated postelectroconvulsive organic psychoses. 

There are, however, several specific instances in 
which combined therapy is of definite benefit. The 
first is in the management of some wildly agitated 
psychotic patients, such as may be seen among those 
who have catatonic schizophrenia or agitated de- 
pressions, and in the management of the now rather 
rare but severe manic phases of manic-depressive 
psychosis. If parenterally administered chlorproma- 
zine or promazine fails to tranquilize the patients 
sufficiently, intense daily EST remains the pre- 
ferred treatment. I did not find that therapy with 
phenothiazine and EST shortened the time re- 
quired to relieve these states effectively, but in- 
travenous and/or intramuscular administration of 
chlorpromazine or promazine given at intervals 
between shock treatments in some instances ren- 
dered the patient more manageable during the first 
few days. Combined therapy was also of help in 
managing those patients who became agitated dur- 
ing the EST series. Parenterally given phenothia- 
zines may be effective in keeping the patient rela- 
tively calm between the electroshock treatments. 

Combined therapy may be of benefit in yet an- 
other instance. It is of definite help as maintenance 
therapy in some psychotic patients who obtain only 
transient or incomplete remissions from EST or 
drug therapy alone. Electroshock treatments at in- 
tervals of several weeks plus oral therapy with 
phenothiazines have enabled us to keep a few 
chronically ill patients functioning vocationally and 
socially, though admittedly on a marginal level, 
whereas without such therapy they would have 
required long-term institutionalization. 

Finally, although it is not, strictly speaking, “com- 
bined therapy,” the phenothiazines are of definite 
help in controlling the agitation and restlessness that 
often accompany the organic psychoses which 
commonly follow a series of electroshock treatments 
for a period of one or two weeks.° If the agitation 
does not subside by then, further EST is indicated. 


Complications of Combined Therapy 


I have not found combined therapy with pheno- 
thiazine and EST to be any more difficult to manage 
or more dangerous than EST alone. This is in ac- 
cordance with the findings of other observers."* It 
did not prolong post-EST apnea, nor was it asso- 
ciated with untoward hypotensive reactions. There 
was no evidence of potentiation with the intrave- 
nously administered thiopental or succinylcholine. 

There was only one severe complication in a 
patient receiving combined therapy. This was a 
poor-risk, severely depressed patient who was 
treated after other techniques failed. The patient 
was 63 years of age and had chronic auricular 
fibrillation which for the most part was controlled 
by quinidine therapy; he had had three transient 
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hemiparetic episodes due to emboli and was being 
given anticoagulant therapy. Because high dosages 
of chlorpromazine, promazine, and reserpine, singly 
and in combination, had failed (these were the 
drugs available at the time), and because the pa- 
tient’s strong suicidal drives were a constant threat, 
after continued consultation with cardiologists it 
was decided that electroshock should be instituted. 
No difficulties were encountered during the first 
seven combined treatments. In the course of his 
eighth treatment he developed cardiac arrest of 
sufficient duration to cause cortical and subcortical 
dysfunctioning that fortunately cleared. This com- 
plication cannot be attributed specifically to the use 
of the combined therapy, as it could just as readily 
have occurred in this type of poor-risk patient with 
EST alone. 

My experience with combined therapy with EST 
and reserpine and EST and meprobamate is not 
sufficient to draw conclusions from. EST-reser- 
pine therapy was not stopped because of any 
untoward complications, but rather because reser- 
pine in general was found to be too cumbersome 
for use in ambulant patients. Similarly, use of the 
meprobamates in psychotic patients has been all 
but discontinued, since beneficial results with this 
drug have been very infrequent. 

Although there are a number of published reports 
attesting to the dangers of combined EST-chlorpro- 
mazine and EST-reserpine therapy, they do not in- 
clude any well-documented large series of cases in 
which the physical status of the patients was studied 
and documented prior to therapy. On the other 
hand Ayd," after canvassing 179 psychiatrists, 
found that almost 400,000 combined treatments 
were given with either EST and chlorpromazine or 
EST and reserpine without significant difficulties 
being incurred. 

In evaluating our statistics and results one should 
keep in mind that most of the patients described 
here were ill for a relatively short period of time as 
compared with patients studied in large public 
institutions. Very few showed any deterioration. 
Also, since all were seen in private practice or on 
outpatient bases, our criteria for improvement, as 
mentioned above, depended primarily on the de- 
gree to which the patient was able to resume func- 
tioning vocationally <nd socially and how much 
pride and pleasure was associated with this per- 
formance. Therefore, in comparing our findings 
with other reports on the relative effects of the 
tranquilizers as compared with EST or of the rela- 
tive advantages of combined therapy with tran- 
quilizers and electroshock, it would be necessary to 
compare the following points: (1) whether the pa- 
tients reviewed were inmates of state hospitals or 
patients seen in private practice or On an outpatient 
basis; (2) the duration of illness and degree of 
regression or deterioration; and (3) the criteria es- 
tablished for estimating the degree of improvement. 
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Summary 


Failures with intensive phenothiazine, reserpine, 
or meprobamate therapy do not, by any means, rule 
out the possibility of obtaining good results in 
psychotic patients for whom electroshock therapy 
(EST) is indicated. Of 170 psychotic patients who 
failed to benefit from the tranquilizing drugs 69% 
had satisfactory results with EST. Combined ther- 
apy with phenothiazines and electroshock, in 
general, neither reduced the total number of electro- 
shock treatments required for good results, de- 
creased the degree of pre-EST apprehension, nor 
shortened the postconvulsive organic psychoses. 

Parenterally given phenothiazines are helpful in 
managing some of the more agitated or manic pa- 
tients in the intervals between electroshock treat- 
ments during the first few days of therapy. They 
also may be of aid in calming the agitation that may 
occur during an EST series and in the management 
of the agitation and restlessness associated with the 
post-EST organic psychoses. 

Combined therapy, in my experience, carries no 
greater risk than EST alone. I did not find it neces- 
sary, in general, to discontinue the phenothiazine 
drugs before starting EST. I do not recommend the 
routine use of electroshock therapy in combination 
with the phenothiazines, because it was not found 
to be more advantageous than EST alone, except in 
a few specifically designated instances. 


710 W. 168th St. 
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or anesthetic agent has been based upon two rather broad concepts. The first 


C HOICE OF ANESTHETIC AGENT.—The idea of specific choice of anesthesia 


of these is that certain disease states require or are harmed less by a certain 
type of anesthetic agent. The second is that there exist certain rather definite con- 


traindications and indications for each particular anesthetic agent. . 


. . These con- 


cepts are not valid. . . . Evidence for my stand on this matter is the fact that many 
clinics and practicing groups have widely varying choices of anesthetic techniques 
and management with no apparent difference in results. Such would hardly be the 
case if there were one definitely superior method or one superior agent to be 

The common concept that heart disease contraindicates the use of cyclopropane 
is based upon the belief that arrhythmias are due to the toxic effect of the agent. . . . 
These undesirable events are due either to overdose of the agent, which can hardly 
be blamed on the agent itself, or to hypoventilation or asphyxia occurring con- 
currently with the administration of the agent. One might look at the cyclopropane 
question in another way and ask: What better agent for a sick heart could one de- 
sire than one which is rapid, not unpleasant, very flexible, offers a minimal excite- 
ment phase, and probably offers less depression of myocardial function for a given 
level of central nervous system depression than other inhalation agents? —W. K. 
Hamilton, M.D., Fallacies in Choice of Anesthetic Agent, Transactions of the Ameri- 
can Academy of Ophthalmology and Otolaryngology, March-April, 1959. 
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CHLOROTHIAZIDE—A SURVEY OF ITS EFFECTS 
IN HYPERTENSIVE PATIENTS 


Carl C. Bartels, M.D., James A. Evans, M.D. 


Robert G. Townley, M.D., Boston 


Chlorothiazide (Diuril) is a potent drug in the 
treatment of hypertension and is now one of the 
most widely used drugs for that purpose. The drug 
produces a hypotensive effect only in hypertensive 
persons,’ but its mode of action is still unknown. 
It also has diuretic and saluretic effects. Moyer and 
associates * have suggested that through its diuretic 
action total blood volume is decreased—thereby 
potentiating the effect of ganglion blockade. These 
authors noted no significant reduction in blood 
pressure when this drug was administered to a 
group of patients who had never received blocking 
agents. Freis and co-workers,’ however, noted that, 
in addition to its potentiating action of ganglionic 
blockade, chlorothiazide is a hypotensive agent in 
its own right. They measured the effect of chlorothia- 
zide in 10 previously untreated, hospitalized pa- 
tients without edema in whom basal blood pressure 
readings were obtained for six days before the ad- 
ministration of 1.5 Gm. of chlorothiazide daily for 
six days. The results showed some decline in blood 
pressure in every case, with an average drop of 17% 
in the mean blood pressure. Wilkins and associates * 
confirmed the findings of Freis and co-workers that 
chlorothiazide is a potent hypotensive agent both 
alone and in combination with other drugs. 

The use of chlorothiazide at the Lahey Clinic 
was begun in November, 1957. Since then we have 
attempted (1) to evaluate its effects as a hypoten- 
sive agent, (2) to compare its effectiveness with and 
without the simultaneous use of ganglion blocking 
agents or previous splanchnicectomy, (3) to deter- 
mine its effect on potassium excretion as measured 
by the serum potassium levels and electrocardio- 
graphic changes, and (4) to determine the indica- 
tions for and contraindications to its use in the 
treatment of hypertensive patients. 

Wilkins and associates,‘ in their original paper on 
chlorothiazide as a hypotensive drug, pointed out 
the potential danger of the loss of electrolytes of 
sodium and potassium. Hyponatremia may cause 
weakness, lassitude, and muscle cramps, but the 
loss of potassium presents a real danger in patients 
taking digitalis. The potentiation of digitalis effect 
in patients with hypokalemia may cause cardiac 
standstill. Wilkins ** postulated this possibility as a 
cause of death in six digitalized patients early in his 
experience with chlorothiazide. 

A combination of diuresis from mercurial diuret- 
ics and hypokalemia from chlorothiazide and digi- 
talis could be fatal. A long-sustained, unrecognized 


From the Department of Internal Medicine, Lahey Clinic. 


A definite hypotensive effect from chloro- 
thiazide was observed in 80% of 65 patients 
studied. This was more pronounced in those 
with severe hypertension and in those receiv- 
ing ganglionic blocking agents. Of the 23 pa- 
tients who had formerly required ganglionic 
blocking agents, 12 were able to discontinue 
that therapy. It would seem that periodic 
determinations of the serum potassium level 
are necessary in any patient who is receiving 
chlorothiazide on a long-term basis. Twenty- 
eight patients (43%) in this group showed a 
drop in potassium level to 3.5 mEq. per liter 
or below. This occurred in 12 despite the con- 
current administration of 2 to 3 Gm. of potas- 
sium chloride daily. It is now well recognized 
that renal lesions may accompany potassium 
deficiency in man. Symptoms of this may be 
minimal and their onset insidious. There is also 
danger of hypokalemia potentiating digitalis 
poisoning. 


hypokalemia resulting from chlorothiazide could 
cause a specific tubular type of nephritis. It was for 
the purpose of preventing such potential complica- 
tions that we undertook to study our patients with 
regard to the effect of chlorothiazide on the potas- 
sium level of the blood serum. 


Methods 


A knowledge of the variables that will be en- 
countered is important in studying any hypotensive 
agent. One example is the discrepancies of blood 
pressure readings in the home, office, or hospital as 
taken by the patient, physician, or nurse respec- 
tively. The efficacy of any antihypertensive therapy 
is dependent on an adequate evaluation of the 
severity of the disease before treatment is initiated. 

A series of 65 patients with hypertension without 
edema was used as the basis for our study. Twenty- 
one of these patients had grade 3 or 4 hypertension 
as determined by the Keith-Wagener-Barker method 
for the classification of ocular fundal changes. Addi- 
tional data regarding cerebral, cardiac, and renal 
function were included in the evaluation of the 
hypertensive status. In 23 cases, ganglion blocking 
agents had been given prior to and during the 
initiation of chlorothiazide therapy; splanchnicec- 
tomy had been performed previously on seven 
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patients. Thirty-three patients were hospitalized for 
four to seven days before chlorothiazide therapy 
was begun so that basal blood pressure readings 
could be determined. All patients who were started 
on chlorothiazide therapy in the clinic had had 
follow-up studies for at least three months to as 
long as several years, and the basal blood pressures 
were determined by averaging the previous read- 
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the clinic. Serum sodium values were determined 
in 47 patients, and all patients were given a 4-Gm. 
sodium diet during the study. 


Results 


A decrease in the mean blood pressure of over 
10% was noted in 52 patients (80%). Only 2 of the 
21 patients with grades 3 and 4 hypertension 


Data from Twenty-eight Patients in Whom Serum Potassium Levels Decreased to 3.5 mEq. per Liter or Below 


Serum Potassium 
Level, mEq. per 
Interval 
Treat- 
Hyper- ment Lowest 
tension Begun Level Gm. 
2 1.7 0.25 
3.5 0.25 
2.8 0.5 
0.25 
0.25 
0.25 
0.25 
0.25 
0.25 
0.25 
0.25 
0.25 


0.25 


Grade of —— 


Days 


4 (splanch- 
niecectomy) 


nicectomy) 


3 


0.25 
0.25 


0.25 


0.25 


2 (splanch- 
nicectomy) 
0.25 


0.25 


1 (splanch- 
nicectomy) 


Times 
Daily 


to 


Chlorothia- 
zide Dosage 


Interval 
to Return 
to Normal, 

Days 


Potassium 
Chloride 
Dosage, 
Gm./Day 


1.2 
none 
2.0 
none 
none 
none 
none 
1.2 
2.0 
none 
none* 
none 
2.0 Below 3.5 mEq./liter at last visit 


3.0 Last seen 66 days later; below 3.5 mEq. 
liter 


Remarks on Serum Potassium Level 


Increased to 4.9 mEq./liter when last seen 


1.8 mEq./liter when last seen; chlorothia- 
zide therapy stopped for 2 days; potas- 
sium chloride increased to 3 Gm. daily; 
echlorothiazide decreased to 0.25 Gm. 
daily; eleetrocardiogram showed hypo- 
kalemia 


none* 

3.0 Serum potassium level still low; blood 
pressure did not respond; sympathee- 
tomy done 


none* 
none* 


none 
none Low serum potassium level on doses of 


only 0.25 mg. every other day 


Potassium chloride withdrawn because of 
gastric irritation 

Symptoms of weakness; prolonged Q-T 
interval (see text) 

70 days later, below 3.5 mEq./liter; chlo- 
rothiazide therapy stopped for 1 wk., 
then one-half of dose given; potassium 
chloride inereased to 3 Gm, daily; serum 
potassium level still only 3.3 mEq./liter 
6 wk. later 


none* 
none* 


0.25 


* Potassium chloride therapy started after low result of serum potassium determination (in our laboratory, standard deviation for serum potas- 
sium level is 1 mEq. per liter, with a normal range of 3.3 to 5.8 mEq. per liter). 


ings. These were compared with the average blood 
pressure reading over the ensuing period of treat- 
ment, which ranged from two to seven months. 
While therapy with the previously given hypoten- 
sive drugs was continued, 0.25 Gm. of chlorothia- 
zide was given twice daily in most cases—the maxi- 
mum daily dose being 1.0 Gm. and the minimum 
daily dose 0.25 Gm. 

Serum potassium determinations were obtained 
twice a week for the first two weeks and then twice 
a month or at monthly intervals on return visits to 


showed less than a 10% drop in the mean blood 
pressure. Of the 23 patients receiving ganglionic 
blocking agents, three failed to show a significant 
drop in blood pressure. 

One of these three (case 63) was a 36-year-old 
man with a one-year history of malignant hyperten- 
sion. He had received 0.5 Gm. of chlorothiazide 
twice daily for three weeks in another hospital 
before entering the New England Deaconess Hos- 
pital, Boston; pentolinium (Ansolysen), 20 mg. four 
times daily, had also been given. Two episodes of 
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3.9 3.5 13 0.25 3 3.0 9 
4 
4.2 2.8 48 0.25 4 3.0 
1 34 3 0.25 2 none* 
oe 48 3.2 2 0.25 3 2.0 
3.7 1.8 60 0.25 2 3.0 
4.2 3.0 100 2 
caus 2 4.8 24 42 2 60 
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day 
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transient aphasia had occurred in the previous two 
weeks. On admission, the blood pressure was still 
250/150 mm. Hg. Chlorothiazide therapy was dis- 
continued because of hypokalemia with a serum 
potassium level of 1.8 mEq. per liter. At this point 
he suffered a cerebral hemorrhage with hemiplegia. 
During the next three weeks of hospitalization, the 
blood pressure was controlled with hexamethonium. 
He was discharged on a regimen of mecamylamine 
(Inversine) hydrochloride and reserpine (Serpasil). 

Another patient (case 51), a 32-year-old man with 
a 13-year history of hypertension, was admitted to 
the hospital with grade 3 to 4 hypertension. He had 
been receiving chlorothiazide (0.25 Gm. twice daily) 
for 15 weeks, along with mecamylamine, 2.5 mg. 
twice daily, and reserpine, 0.25 mg. twice daily. 
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add that in all three of the above patients who 
failed to show a response to chlorothiazide a fall in 
serum potassium levels to 2.0 and 3.0 mEq. per liter 
occurred despite the coadministration of 2 to 3 Gm. 
of potassium chloride daily. Thus, these three pa- 
tients demonstrated a diminished ability to con- 
serve potassium while chlorothiazide therapy was 
given. 

Of the seven patients who had previously under- 
gone splanchnicectomy, a pronounced drop in 
blood pressure was noted in all cases—the average 
drop being 52/39 mm. Hg or a 27% fall in the mean 
blood pressure. Three of these showed a marked 
hypotension, and the dosage of chlorothiazide was 
limited to 0.125 Gm. given twice daily. Two pa- 
tients who had had splanchnicectomy were given 


| 
Serum K 
MEQ./L 
6 


M. K 


WEEKS 


Fig. 1 (case 48).—Inability to conserve potassium. Serum 


Because he was emotionally unstable, tense, and 
nervous as a result of hypertensive encephalopathy, 
he could not be treated on an outpatient basis; 
moreover, the blood pressure showed no response 
to chlorothiazide and the ganglionic blocking 
agents even in the hospital. He was therefore sub- 
jected to bilateral splanchnicectomy. After this, not 
only was a dramatic response seen in the blood 
pressure but also the retinal hemorrhages cleared 
and emotional lability improved. 

The third patient (case 53) who failed to show a 
response to chlorothiazide was a 54-year-old woman 
with a 14-year history of hypertension. She was 
receiving mecamylamine (2.5 mg. twice daily) and 
Rauwolfia for grade 2 hypertension. No response in 
blood pressure was noted after chlorothiazide was 
added to this regimen. It may be of significance to 


tees level continued to drop to level of 1.8 mEq. per liter 
despite administration of 3 Gm. of potassium chloride daily. 


ganglionic blocking agents; both were able to dis- 
continue therapy with these agents when chloro- 
thiazide was administered. - 

Therapy with ganglionic blocking agents was 
discontinued in 12 patients, and in an additional 6 
the dosage could be reduced by two-thirds or one- 
half. Thus, the usual dosage had to be continued in 
only 5 of the 23 patients. Although a drop in blood 
pressure was noted during chlorothiazide therapy 
in 77% of the patients with grades 1 and 2. hyper- 
tension, it was usually less than that demonstrated 
in the patients with grades 3 and 4 hypertension. 
Of the 13 patients who showed less than a 10% fall 
in the mean blood pressure, the hypertension was 
classified as grades 1 and 2 in 10. Blood pressures 
returned to normal levels in 28 of the 65 patients; 
in 6 additional patients the diastolic pressure re- 
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turned to a normal level. Thus, approximately one- 
half of the patients had normal blood pressure 
readings after chlorothiazide was added to the 
program of therapy. 

The striking finding in the group of 65 patients 
studied was the fact that 28 patients (43%) showed 
a drop in serum potassium levels to 3.5 mEq. per 
liter or below, as demonstrated in the table. Of 
these 28 patients, the average fall in serum potas- 
sium level was 1.5 mEq. per liter, despite the fact 
that 12 patients had received 2 or 3 Gm. of potas- 
sium chloride daily from the time chlorothiazide 
therapy was started. One patient (case 55) received 
only 0.25 Gm. of chlorothiazide every other day, 
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electrocardiogram demonstrated pronounced hypo- 
kalemia, with the Q-T interval prolonged to 67% of 
the R-R interval. He had not received potassium 
chloride, and the blood pressure had remained at 
250/150 mm. Hg. As evidence of pronounced po- 
tassium depletion, 40 mEq. per liter of potassium 
chloride was administered intravenously each day 
for one week before the serum potassium level 
reached a level of 3.7 mEq. per liter. This same 
patient also exhibited signs of hypochloremic alka- 
losis, with an initial carbon dioxide-combining 
power of 34 mEq. per liter and chloride level of 
92 mEq. per liter. The aldosterone assay gave 
normal results. 


Senim K 


Fig. 2 (case 45).—Graph illustrating necessity of lowering dosage of chlorothiazide when potassium chloride has been 


added and serum potassium level continues to fall. 

and the serum potassium level fell to 3.3 mEq. per 
liter. In another patient (fig. 1, case 48), who re- 
ceived 0.25 Gm. twice daily, the serum potassium 
level fell to 1.8 mEq. per liter and the electrocardio- 
gram showed definite hypokalemic changes despite 
the concurrent administration of 3 Gm. of potas- 
sium chloride daily. However, the hypertension 
changed from grade 3 to grade 1 six months after 
chlorothiazide therapy was begun, and the patient 
was able to stop taking mecamylamine four months 
after administration of chlorothiazide was initiated. 
One of the patients (case 63) mentioned above as 
having no fall in blood pressure while receiving 0.5 
Gm. of chlorothiazide twice daily for three weeks, 
along with pentolinium and hydralazine (Apreso- 
line) for malignant hypertension, exhibited a de- 
crease in serum potassium level to 1.8 mEq. per 
liter with symptoms of nausea and weakness. The 


Three patients could not tolerate potassium 
chloride because of gastric irritation. It was neces- 
sary to stop chlorothiazide therapy because of low 
potassium levels in only two instances (case 48 
[fig. 1] and case 63). 

The fall in serum potassium level will usually be 
apparent after seven days. However, in one patient 
(case 54) the serum potassium level dropped from 
4.5 mEq. to 3.3 mEq. per liter on the fourth day 
after chlorothiazide therapy was instituted. 

Frequently, the lowest serum potassium level was 
not reached until four to six weeks after chloro- 
thiazide therapy was started, as shown in figures 
2, 3, and 4. The administration of 2 to 3 Gm. of 
potassium chloride daily usually brought the serum 
potassium level back to normal. There were many 
exceptions to this, however, and in a few instances 
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the serum potassium value continued to decline but 
would no doubt have fallen even more had potas- 
sium chloride therapy been withheld. 


Comment 


Our experience at the Lahey Clinic has shown 
that chlorothiazide is an effective agent in the treat- 
ment of hypertension. Because it augments blood 
pressure response to other hypotensive agents, 
smaller and less frequent doses of the latter are 
needed. Thus, one of its greatest advantages is in 
the treatment of patients with grades 3 and 4 
hypertension. In such cases the dose of ganglionic 
blocking agents may be either cut in half or en- 
tirely eliminated, thereby reducing the side-effects 
to a tolerable level. In addition to decreasing the 
side-effects, it decreases the pronounced fluctuation 
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drop in serum potassium level below 3.7 mEq. per 
liter. Moreover, in our series the average daily dose 
was 500 mg., whereas they used 750 mg. 

In only 6 of the 28 patients in whom the serum 
potassium level dropped to below 3.5 mEq. per liter 
did it return to normal without the help of either 
potassium chloride supplement or reduction of the 
dosage of chlorothiazide. The drop occurred in 
many instances despite the concurrent administra- 
tion of 2 to 3 Gm. of potassium chloride daily. 

It may be seen in the table, however, that there 
were many exceptions; in 10 cases the potassium 
level remained below 3.5 mEq. per liter for a much 
longer time. The long-term use of diugs which may 


cause potassium depletion must be carefully con- ° 


sidered in these patients who are potential potas- 
sium wasters. 


Serum K 
MEQ./L 
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Fig. 3 (case 49).—Return of serum potassium level to normal limits with decreased dosage of chlorothiazide and addition 


of 3 Gm. of potassium chloride. 


in blood pressure that accompanies the administra- 
tion of various ganglionic blocking agents. We con- 
cluded that chlorothiazide not only potentiates the 
effect of other hypotensive agents but also appears 
to have a decided antihypertensive influence in its 
own right. 

Chlorothiazide administered orally in doses of 
500 mg. each day can produce a significant change 
in the serum potassium level. In our series a drop 
to 3.5 mEq. per liter or below was noted in 43% of 
the patients. This is substantially greater than the 
decrease reported earlier by Wilkins and associ- 
ates.* In their series, only 3 of 17 patients showed a 


Considerable evidence has indicated that potas- 
sium deficiency may cause significant alterations in 
renal structure and function.’ Dietary deficiencies 
of potassium in rats and mice produce enlargement 
of the kidneys and striking changes in the tubular 
structure.® The increase in size begins within a few 
days, and the kidneys often become twice normal 
size in two weeks. The most striking changes occur 
in the collecting tubules where swelling, hyper- 
plasia, and granulation” are noted. Restoration of 
potassium to the diet has resulted in virtually com- 
plete healing of the characteristic lesion.* However, 
other observers have noted interstitial scarring, 
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hyalinized glomeruli, and dilated tubules several 
weeks or months after correction of a deficiency 
which lasted for six to eight weeks.° 

It is now well recognized that renal lesions may 
accompany potassium deficiency in man.’ Such 
changes have been described in various diseases 
associated with potassium deficiency; depletion pro- 
duced by diarrhea in ulcerative colitis or bacillary 
dysentery and chronic small intestinal fistulas; ad- 
renal disease such as adrenal cortical hyperfunction 
(Cushing’s syndrome), primary aldosteronism, and 
the condition after cortisone treatment; and, finally, 
renal diseases with potassium wasting, such as 
renal tubular acidosis and macrocytic anemia (Fan- 
coni’s syndrome), subacute glomerulonephritis, and 
chronic pyelonephritis. 

The minimum duration and severity of the potas- 
sium depletion required to produce these changes 
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poisoning potentiated by hypokalemia resulting 
from chlorothiazide therapy. The danger of such an 
occurrence must be borne in mind, however. 


Summary 


The effect of chlorothiazide was studied in a 
series of 65 hypertensive patients. A definite hypo- 
tensive effect was observed in 80% of the patients. 
This effect was more pronounced in patients with 
severe hypertension and in those receiving gangli- 
onic blocking agents; it was most pronounced in 
patients who had previously. undergone splanchni- 
cectomy. 

Of the 23 patients who had formerly required 
ganglionic blocking agents, 12 were able to discon- 
tinue that therapy and an additional 6 were able to 
reduce the dosage to one-half or less when chloro- 
thiazide was administered. 


HIAZIDE. 


GM. 


WEEKS 4 


Fig. 4 (case 52).—Usual response of serum potassium level when potassium chloride has been added. 


in man are not known, but the condition has usually 
been present for many months before such changes 
occur. In many of our patients, the serum potassium 
level was below 3.5 mEq. per liter on return visits 
over a period of several months. Because this oc- 
curred in some instances despite added potassium, 
it would seem advisable to reevaluate renal func- 
tion in these patients who have proved to be potas- 
sium wasters. Thus far we found no alteration in 
renal function. 

Postmortem observation of changes in renal struc- 
ture in patients who had received chlorothiazide 
with prolonged potassium depletion will provide 
the final answer. We know of no such reports, nor 
have we seen a patient who has had digitalis 


Twenty-eight patients (43%) showed a drop in 
serum potassium level to 3.5 mEq. per liter or be- 
low. This occurred in 12 patients despite the con- 
current administration of 2 to 3 Gm. of potassium 
chloride daily. It is now well recognized that renal 
lesions may accompany potassium deficiency in 
man. We know no way of predicting which patients 
will show potassium waste, since in our series 
depletion has occurred with or without impaired 
renal function. 

The symptoms of potassium deficiency may be 
minimal and their onset insidious. It would seem 
that periodic determinations of the serum potassium 
level are necessary in any patient who is receiving 
chlorothiazide treatment for hypertension on a 
long-term basis. Such patients should be instructed 
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to interrupt the use of this drug when conditions 
associated with diarrhea or vomiting occur. When 
these conditions are present, the additional potas- 
sium losses that occur could result in severe po- 
tassium depletion. 

605 Commonwealth Ave. (15) (Dr. Bartels). 
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CLINICAL NOTES 


The occurrence of coronary embolus in a patient 
with rheumatic heart disease is an unusual compli- 
cation. No means of differentiating it from acute 
coronary thrombosis exists.' One should be sus- 
picious of acute coronary embolus if the clinical 
picture of acute coronary thrombosis occurs in a 
young patient in whom advanced coronary disease 
is unlikely. This suspicion should be increased, 
especially, if the patient has not had angina pec- 
toris and if auricular fibrillation and mitral stenosis 
are present. 

The most frequent cause of coronary artery 
embolus is subacute bacterial endocarditis. Occlu- 
sion is more common in the left artery than in the 
right. Two-thirds of all patients with coronary 
embolus due to bacterial endocarditis die suddenly; 
the remaining third have a longer course which 
simulates acute myocardial infarction. When em- 
bolism is due to disease other than bacterial endo- 
carditis, the outcome is always fatal, according to 
published reports.’ 

To establish that death is due to coronary em- 
bolism, postmortem study should reveal an oc- 
cluding mass in a major branch of the coronary 
system, as well as the site of origin of the embolus 
and normal arterial intima at the area of occlusion.’ 
Sometimes a coronary embolus may arise from a 
calcified valve in a patient with healed bacterial 
endocarditis.” 


From the departments of medicine, Hackensack Hospital, Hacken- 
sack, N. J., and Bergen Pines Hospital, Paramus, N. J. 


CORONARY EMBOLUS 


Stuart A. Mason, M.D., Ridgewood, N. J. 


A case of chronic rheumatic heart disease, with 
multiple emboli to the lower extremities, kidneys, 
and lungs and fatal embolism to the heart, is pre- 
sented here. Report Case 

A 42-year-old woman with chronic rheumatic 
heart disease of many years’ duration was seen be- 
cause of pain and numbness in the right leg, with 
sudden onset one-half hour earlier. No pulsations 
were present in the right lower extremity, and 
oscillometric readings were absent. The onset of 
rheumatic fever occurred at the age of 10 years, 
with recurrence three times between the ages of 
10 and 12. At the age of 21 years, the patient had 
scarlet fever, complicated by pneumonia, for which 
she was bedridden eight weeks. On recovery, she 
was placed on therapy with digitalis, which she had 
taken continuously since that time. The patient was 
married and had two children. Since the age of 28, 
she had noted a progressive loss of strength, asso- 
ciated with intermittent swelling of the legs and 
ankles. 

Examination on admission to Hackensack (N. J.) 
Hospital showed a middle-aged, slender woman 
appearing chronically ill and weighing 110 Ib. 
(49.9 kg.). Her fibrillation rate was about 90 per 
minute, as confirmed by electrocardiogram, which 
also showed digitalis effect. The heart was en- 
larged to the left anterior axillary line in the sixth 
intercostal space. The first heart sound was ac- 
cented and snapping in quality. An opening snap 


= 
4 
+ 
afl 
: 
| e 
| 
| 
| 
a 
5 
3 
a 
Be 
3 


Vol. 170, No. 15 


was heard. The second pulmonary sound was ac- 
centuated and split. Along the left parasternal 
border, a blowing diastolic murmur was heard. A 
grade-3 systolic murmur was present at the apex 
and transmitted throughout the precordium. A 
grade-2 presystolic murmur was also present at the 
apex, accompanied by a thrill. 

The surgical consultant concurred in the diag- 
nosis of embolus to the right femoral artery, and 
embolectomy was performed within five hours. 
Postoperatively the patient did well, but a post- 
operative electrocardiogram showed evidence of 
anteroseptal myocardial infarction. She was placed 
on anticoagulant therapy (heparin and bishydroxy- 
coumarin) and had an uneventful convalescence. 
She was discharged in good condition after six 
weeks, with all pulsations in the right lower ex- 
tremity of good quality. 

About eight hours after leaving the hospital she 
was seen again because of numbness and tingling 
in her left lower extremity. These complaints had 
developed shortly before her discharge from the 
hospital, but since they were mild she did not say 
anything about them for fear she would not be 
released. No pulsations were palpable in the left 
lower extremity, and no oscillometric readings 
could be obtained. She was readmitted, but three 
more hours elapsed before operation, when an em- 
bolus to the profunda branch of the left femoral 
artery was found. An embolectomy was performed, 
but the dorsalis pedis pulsation still was not pal- 
pable. Because the patient’s condition was deteri- 
orating, the operation was terminated. Postopera- 
tively, the color of the left lower extremity was 
good but absence of pulsations persisted and the 
patient complained of pain, numbness, and coolness 
of the leg. The pain at times was excruciating and 
was controlled only with narcotics. Nerve blocks 
were performed but did not control the pain. 

After several weeks, a plastic bypass graft was 
inserted around the obstruction and a sympathec- 
tomy was performed simultaneously. For one day 
after the operation, the leg felt warmer and there 
was less pain. However, the pain recurred and 
again could be controlled only with narcotics. 

She was transferred to St. Vincent's Hospital, 
New York City, on May 11, 1958. Physical findings 
were as previously reported except for a loss of 
weight from 110 lb. to 78 Ib. (35.4 kg.). The left 
lower extremity was swollen and atrophic and felt 
cool; no pulsations were present. The right lower 
extremity felt warm, and strong pulses were felt in 
the femoral, popliteal, and dorsalis pedis arteries. 

An aortogram showed obstruction of the left 
external iliac, common femoral, and proximal half 
of the superficial femoral arteries. An electrocardio- 
gram showed fibrillation (auricular) at a rate of 
100 per minute. The urine was negative for sugar 
and albumin but contained many white blood cells 
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and bacteria per high-power field. The blood cell 
count was within normal limits. X-ray of the chest 
showed cardiac enlargement. 

She was seen by the cardiopulmonary staff and 
the combined medical-surgical cardiac team, who 
advised against operation because of her poor gen- 
eral condition. Shortly afterward, she developed 
pneumonia of the lower lobe of the left lung, which 
responded to penicillin treatment. On recovery, she 
was seen by the medical consultant, who felt that 
mitral commissurotomy might help. She was dis- 
charged for convalescence at home and was to re- 
turn in one month for cardiac surgery. 

Two days after returning home, she was awak- 
ened by severe pain in the right flank. She was 
readmitted to St. Vincent’s Hospital. The pain 
persisted for several days, but results of urinalysis 
were negative for red blood cells. The temperature 
reached a peak of 102 F (38.9 C). Five days after 
admission, she developed severe pain in the left 
flank and results of urinalysis were again negative 
for red blood cells. Her complaints gradually sub- 
sided, and she was discharged for convalescence at 
home. 

The patient entered St. Vincent's Hospital for the 
third time on Aug. 20. Five days after her admis- 
sion, a temperature of 101 F (38.3 C) was noted, 
associated with a loose, productive cough. Rhonchi 
were heard in both lung bases. After administration 
of penicillin, the temperature returned to normal 
but then rose again. Blood culture showed no 
growth. Pain appeared in the lower right part of 
the chest anteridrly, and a friction rub and rales 
were heard. 

On Sept. 10, slight induration along the lesser 
saphenous vein on the left was observed, and two 
days later severe pain in the anterior right part of 
the chest occurred again. On Sept. 13, ligation of 
the left common femoral vein was performed with 
the patient under local anesthesia. The patient 
tolerated the procedure well, and the postoperative 
course was uneventful until Sept. 20, when severe 
pain in the anterior part of the chest, radiating to 
both shoulders and arms, developed. The blood 
pressure was 90/72 mm. Hg, pulse rate 128 per 
minute, thready and irregular, and respiration rate 
32 per minute. The lips and nails were cyanotic. 
The patient had dyspnea and orthopnea and was 
apprehensive. The heart sounds were of good qual- 
ity. Coarse rales were heard throughout the chest. 
An electrocardiogram showed anterior wall infare- 
tion. The patient was placed in an oxygen tent. She 
died about 16 hours after onset of the acute chest 
pain. 

At autopsy, the lungs were congested and edema- 
tous, with infarction of the lower lobes of the right 
and left lungs. The liver and spleen were moderately 
congested. Both kidneys showed congestion and 
infarction. There was congestion also of the stomach 
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and small and large intestines. Petechial hemor- 
rhages were present in the stomach. The aorta 
showed minimal focal atherosclerosis. 

The heart, weighing 450 Gm., was moderately 
enlarged and dilated. The left auricle contained a 
mural thrombus which extended to and completely 
filled the auricular appendage. The mitral valve 
showed extreme stenosis, and the mitral opening 
was fish-mouthed in appearance and would not 
admit a finger. The mitral cusps were thickened and 
fused. The left ventricular wall measured 1 cm. in 
thickness. The coronary ostia were patent, and the 
arteries were thin and pliable, with a pale, smooth 
intimal surface. One centimeter from the left coro- 
nary ostium, in the left anterior descending branch, 
the lumen was completely occluded by pinkish-gray, 
granular, friable material similar to that noted on the 
endocardial surface of the left auricle. 
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Conclusions 


A case of coronary embolus occurred secondary to 
chronic rheumatic heart disease in a 42-year-old 
woman. Suspicion of coronary embolism should be 
aroused when the symptoms of acute coronary 
thrombosis occur in a young patient, especially 
when there is no history of angina pectoris and 
when auricular fibrillation and mitral stenosis are 
also present. 
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CORONARY EMBOLISM WITH MYOCARDIAL INFARCTION—COMPLICATION 
OF VERRUCOUS ENDOCARDITIS 


Norman F. Boas, M.D. 
and 


Roy N. Barnett, M.D., Norwalk, Conn. 


Coronary embolism, as a cause for myocardial in- 
farction, has probably been diagnosed clinically only 
three or four times.' Small coronary emboli are 
usually of little clinical significance and are not in- 
frequently seen at autopsy in cases of bacterial endo- 
carditis * and in some forms of verrucous endocar- 
ditis (verrucal endocardiosis).° Emboli large enough 
to produce gross myocardial damage have been re- 
ported convincingly in only about 50 cases.’ The 
literature on this subject has been reviewed several 
times in recent years.‘ The emboli reported have 
almost always been blood clots which have arisen 
either from lesions within the coronary arteries, 
aorta, or endocardium or from the lower extremities 
by way of a patent foramen ovale. There are only 
two reports of nonthrombotic emboli. These includ- 
ed a calcified nodule arising from the aortic valve *" 
and a caseous plug arising from the lungs in a case 
of pulmonary tuberculosis.” To our knowledge, 
there are only two cases in the literature with elec- 
trocardiographic evidence of myocardial infarc- 
tion." 

The case reported here is of interest since a new 
type of embolic material was identified, namely, a 
verruca dislodged from the site of verrucous endo- 


From the departments of medicine (Dr. Boas) and _ pathology 
(Dr. Barnett), Norwalk Hospital. 


carditis on a heart valve. Electrocardiographic data 
are also presented. The infarction was diagnosed 
cranny: Report of a Case 

Clinical History—The patient was a 44-year-old 
woman who was well until October, 1955, at which 
time she developed thrombophlebitis of the left leg. 
This was followed in six weeks by an attack of 
acute, severe pain in the lower part of the abdomen. 
An exploratory laparotomy performed at another 
hospital revealed a large papillary adenocarcinoma 
of the left ovary, for which the patient had a bilat- 
eral salpingo-oophorectomy. Despite a postoperative 
reactivation of the thrombophlebitis and one epi- 
sode of pulmonary embolization, she gradually im- 
proved. After discharge, she was given a series of 24 
x-ray treatments to the abdomen over a period of 
three months. Thereafter she did well until August, 
1956, when she again developed thrombophlebitis 
of the left leg, followed by progressive enlargement 
of the abdomen with loss of appetite, constipation, 
and generalized abdominal pain. She was admitted 
to the Lenox (N. Y.). Hill Hospital on Sept. 12, 
1956, and two days later a laparotomy was per- 
formed by Dr. John Vieta. The findings included 
several liters of bloody ascitic fluid, generalized 
carcinomatosis, and obstruction to the transverse 
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colon from tumor nodules. The obstructed section 
of the transverse colon was resected and closed with 
an end-to-end anastomosis. The pathologist’s report 
indicated that the tumor was a papillary adeno- 
carcinoma. Prior to discharge, she was treated with 
one intraperitoneal dose of radioactive colloidal 
gold and three intravenous doses of 2 mg. of triethy]- 
ene melamine. The patient was discharged on Oct. 
12, 1956. During the next two weeks, she required 
several transfusions at home. 


11-20-56 
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On admission to the Norwalk Hospital, the pa- 
tient was in no acute distress but was confused 
mentally and disoriented as to her surroundings. 
Complete physical examination was negative, ex- 
cept for evidence of marked pallor, a pulse rate of 
110 per minute, and the presence of two long ab- 
dominal incisional scars. The impression on admis- 
sion was that the patient either had metastatic brain 
damage or cerebral emboli, possibly arising from a 
damaged myocardium. 


11-20-56 
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Fig. 1.—Electrocardiograms taken 14 days (11-12-56) and 20 days (11-20-56) after clinical episode of chest pain. 


On Oct. 29, she had a severe bout of nausea and 
vomiting after which she had a crushing pain in the 
anterior part of the chest, radiating to both arms 
and to the mid-back. The patient was in a cold 
sweat during the attack, which lasted for several 
hours. She required morphine and meperidine 
(Demerol) throughout the night. During the subse- 
quent 11 days prior to admission to the Norwalk 
(Conn.) Hospital, she experienced extreme weak- 
ness and had a persistent fever and tachycardia and 
became forgetful, drowsy, and apathetic. 


On admission, the hemoglobin level was 10.4 
Gm.%, red blood cell count 3,120,000 per cubic mil- 
limeter, and white blood cell count 2,750 per cubic 
millimeter with 68% adult polymorphonuclear cells, 
14% stab cells, 16% lymphocytes, 1% monocytes, and 
1% basophils. Urinalysis revealed a specific gravity 
of 1.026, pH 7, 1+ albumin, a few white blood cells, 
and no sugar. The blood urea nitrogen level was 11 
mg.%, chloride level 97 mEq. per liter, and Venereal 
Disease Research Laboratory test result negative. 
An electrocardiogram taken on Nov. 12 showed a 
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pattern interpreted as a recent anterior wall myo- 
cardial infarction. Repeated on Nov. 20, the tracing 
was generally the same, except for a diminution in 
the depth of the T waves (fig. 1). 

Two days after admission, a pericardial friction 
rub was heard over the left precordial area. Despite 
tube feedings, intravenous administration of fluids, 


Fig. 2.—Top, aortic valve demonstrating many verru- 
cous excrescences on three valve cusps. Bottom, mitral valve 
demonstrating large verrucous masses on both cusps. 


penicillin, and digitoxin, and other forms of sup- 
portive treatment, the patient progressed into a state 
of stupor, congestive heart failure, and shock and 
finally died 24 days after admission. 

Autopsy Findings.—Autopsy was performed by 
George W. Changus, M.D. The body was well de- 
veloped but slightly undernourished. There were 
well-healed abdominal scars and brown pigmenta- 
tion of much of the abdominal skin. Pitting edema 
(1+ to 2+) was present in both legs. In the peri- 
toneal cavity there were many dense fibrous adhe- 
sions, as well as many tumor nodules confined to 
the underside of the diaphragm. There was one 
5-cm. tumor mass in the left side of the pelvis. The 
heart weighed 240 Gm. On both mitral and aortic 
valve cusps there were slightly firm, granular, pale 
pink masses of friable material measuring from 5 to 
20 mm. in greatest diameter (fig. 2). These masses 
were somewhat adherent to the valve cusps but 
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were not associated with destruction or fibrosis of 
the leaflets. There were no adhesions of the com- 
missures, and the chordae tendineae were thin and 
delicate. One of the aortic valve vegetations partly 
occluded the left coronary ostium. A mass of similar 
material was impacted, though not firmly adherent, 
in the left main coronary artery 1 cm. proximal to 
its bifurcation (fig. 3). There was extensive yellow- 
brown infarction of the myocardium of the anterior 
wall of the interventricular septum. The left pul- 
monary artery contained a thrombus, but there was 
no infarct of the lung. The spleen weighed 340 Gm. 
and was about half replaced by dark red infarcts 
measuring up to 5 cm. in diameter. The kidneys 
weighed 100 Gm. each and were about three-quar- 
ters replaced by infarcts varying from white to dark 
red in color. Adherent thrombi were found in the 
renal arteries and veins. Both iliac veins were oc- 
cluded by adherent thrombi, partly firm and white 
and partly red and friable. These thrombi extended 
up the inferior vena cava to the hepatic veins. The 
liver weighed 1,650 Gm. and was about 5% replaced 
by white tumor nodules. The adrenals were slightly 
atrophic. The brain contained an area of gray-tan 
softening in the frontoparietal area. The other or- 
gans were free of major gross lesions. 
Microscopically, a papillary cystadenocarcinoma 
of typical ovarian morphology, with a few psam- 
moma bodies, was identified in sections of liver, 
lung, and tissues of the pelvis and diaphragm. The 
verrucous material on the heart valves had the pe- 
culiar refractile, deeply eosinophilic, acellular ap- 
pearance characteristic of verrucous endocarditis." 


Fig. 3.—Cross section through verrucous embolus lodged 
in left main coronary artery (10). 


It stained the bright blue of collagen with Masson’s 
stain (using aniline blue counterstain). The col- 
lagen could readily be distinguished from the red 
to orange color of the fibrin, which was sometimes 
adherent to it. The verrucous material also had a 
markedly positive reaction to the periodic acid- 
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Schiff test. Where the vegetation arose from the 
valves there were areas of blending between the 
valve collagen and the vegetation, and there was an 
absence of cellular reaction. Emboli having the 
same tinctorial properties as the verrucae on the 
heart valves were present in arterial vessels (fig. 4) 
ranging from arterioles to a major coronary artery 
and were found in the spleen, pancreas, kidneys, 
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series reported by Allen and Sirota,* 46% of the 
patients were under 50 years of age. They found 
that the endocardial lesions were most common in 
the left side of the heart, especially on the mitral 
valve. Small verrucae have been recorded as devel- 
oping from the endothelium of the coronary arteries. 

Allen and Sirota have stated, “Occasionally por- 
tions of verrucae, particularly of the more friable, 


Fig. 4.—Left, section of verrucous embolus lying within left main coronary artery (x90). Right, verrucous embolus 


lodged in one of smaller splenic arteries ( x50). 


and small intestine as well as the heart. Infarcts 
varying in age from acute to subacute were present 
in the heart (fig. 5), spleen, adrenal, kidneys, and 
brain. True antemortem thrombi were present in the 
iliac veins and a pulmonary artery. Other positive 
microscopic findings were slight hyperplasia of the 
bone marrow and moderate loss of cortical lipid 
in the adrenals. 


Comment 


Verrucous endocarditis has been referred to as 
terminal endocarditis, nonbacterial thrombotic en- 
docarditi ;, endocarditis simplex, and cachectic endo- 
carditis. Extensive studies by Libman,’ Gross and 
Friedberg,* and Allen and Sirota * have defined this 
condition as a localized endocardial disease, unre- 
lated to bacterial infection, rheumatic fever, or dis- 
seminated lupus erythematosus. Allen and Sirota ° 
have suggested that the verrucous excrescences re- 
sult from degenerative changes in the collagen of 
the endocardium and heart valves, since the ver- 
rucae are argyrophilic and take other stains for col- 
lagen. Verrucous endocarditis almost always devel- 
ops in association with chronic debilitating diseases, 
such as carcinomatosis, leukemia, tuberculosis, and 
congestive heart failure. It may, however, occur 
postoperatively and in other conditions in which a 
patient’s prognosis may be favorable. In the autopsy 


Fig. 5.—Section through myocardium showing recent de- 
generation of muscle fibers ( x 240). 
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exudative type, break off to produce infarcts, and 
rarely even a fatal encephalomalacia.” * No cases 
were specifically cited. The case reported here is the 
first case, to our knowledge, in which verrucous em- 
bolization played such a dominant role clinically. 
Not only did the patient present a clinical picture 
and electrocardiographic evidence of a myocardial 
infarction but there was extensive embolization to 
the brain, spleen, and kidneys, all of which contrib- 
uted to the death of this patient. 
Summary 

Verrucous endocarditis is a fairly common com- 
plication of chronic debilitating diseases. In the 
case described here death was caused by an em- 
bolus of verrucous material which arose from an 
endocardial vegetation, entered a coronary artery, 
and produced extensive myocardial infarction. 
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Pulmonary heart disease resulting from throm- 
botic occlusion of the small pulmonary arteries due 
to repeated “silent emboli” has been recognized 
for some time. Owen and co-workers ' have re- 
ported 12 cases of this rather rare condition in its 
purest form, uncomplicated by other serious dis- 
ease, among 8,000 autopsies within a period of 20 
years. The ages of the patients ranged from 32 to 
72. According to Parker and Smith,’ the occurrence 
of embolic phenomena is unusual before the fourth 
decade. 

In a series of 97 cases of fatal pulmonary em- 
bolism reported by Fowler and Bollinger,’ 81% oc- 
curred in the group over 40 years of age, the 
median age group being 60 to 70. 

The case presented here appears to involve one 
of the youngest patients yet reported with massive 
pulmonary embolism. A similar case in an 18-year- 
old athlete has been reported by Neuhof and Klein.“ 


Report of a Case 


A 15-year-old boy was admitted to Wilson Me- 
morial Hospital on Aug. 6, 1957. About one month 
before admission, he had experienced increasing 
weakness and easy fatigability to the extent that he 
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was unable to perform his usual activities. Two days 
prior to entry, he had a sudden sharp pleuritic pain 
in the right lower part of the chest, radiating to the 
back at the level of the eighth intercostal space; it 
was aggravated by deep breathing and was accom- 
panied by a hacking, nonproductive cough. There 
was no hemoptysis, weight loss, or dyspnea. There 
was anorexia, but without bowel or urinary dis- 
turbances. The patient had had an appendectomy 
at the age of 7, measles and mumps, and a tonsil- 
lectomy at the age of 6. There was no evidence of 
heart disease. He was an enthusiastic baseball 
catcher and had practiced intensively as such for 
three years prior to admission. 

The patient was slender, well-developed, and 
somewhat apprehensive, although not in acute dis- 
tress. Physical examination revealed a body tem- 
perature of 101.4 F (38.8 C); pulse, 100 beats per 
minute; and respirations, 25 per minute. The blood 
pressure was 120/80 mm. Hg. The throat was not 
injected. Examination of the heart revealed no 
cardiac enlargement or murmurs. A few coarse 
crepitant rales were heard at the base of the right 
lung. No dulness or increased vocal fremitus was 
noted at that time. The left lung was normal on 
auscultation and percussion. The abdomen was soft, 
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and neither the spleen nor the liver were palpable. 
No calf tenderness and no pretibial or ankle edema 
was elicited. The peripheral pulses were normal. 
Examination of the blood revealed a hemoglobin 
level of 13.6 Gm. per 100 cc. and a white blood 
cell count of 14,300 per cubic millimeter, with 71% 
neutrophils (4 band forms) and 1 eosinophil. The 
urine, with a specific gravity of 1.027, was normal. 
X-ray of the chest was normal. 

The patient was put on chloramphenicol (Chlo- 
romycetin) therapy with apparent immediate re- 
sponse. On the third hospital day, his temperature 
was 99 F (37.2 C), the pulse was 88 beats per 
minute, and the respirations were 23 per minute. 
He remained afebrile and continued to do well ex- 
cept for occasional cough and slight chest pain on 
inspiration. On the 10th hospital day, he suddenly 
developed increasing dyspnea, followed by extreme 
restlessness and rapid breathing. The patient was 
now pale, extremely apprehensive, and in consid- 
erable distress, perspiring profusely. The tempera- 
ture was 101 F (38.3 C) and the pulse, 110 beats 
per minute and regular. Respirations were very 
shallow, at the rate of 44 per minute. Harsh breath 
sounds with a prolonged expiratory phase and 
coarse crepitant rales were heard in the base of 
both lungs. Examination of the heart revealed sinus 
tachycardia (rate, 110 beats per minute) but no 
murmurs. Blood studies revealed a hemoglobin lev- 
el of 15.5 Gm. per 100 cc., with a hematocrit value 
of 47%. The white blood cell count was 17,400 per 
cubic millimeter, with 81% neutrophils, 5 of which 
were band forms. The sedimentation rate was 0.3 
mm. per minute and the carbon dioxide—combining 
power, 51 vol.%. Another x-ray examination of the 
chest was normal. The sodium level was 137 mEq. 
per liter and the potassium level, 3 mEq.; cephalin 
flocculation was 2+ in 48 hours. The fasting blood 
sugar level was 104 mg. per 100 cc.; the serum non- 
protein nitrogen level, 31 mg. per 100 cc.; and 
C-reactive protein precipitation, 1+. No L. E. cells 
were found in the peripheral blood. Agglutination 
tests for Brucella, typhoid, and paratyphoid were 
negative. The heterophil antibody was positive in 
a dilution of 1 to 28. A lumbar puncture revealed 
normal spinal fluid dynamics, with 4 lymphocytes 
per cubic millimeter. The spinal fluid total protein 
level was 13 mg. per 100 cc.; the sugar level, 94 
mg.; and the chloride level, 126 mEq. The tubercu- 
lin test (PPD) was negative in 24 to 48 hours. 

On the next day, the patient complained of joint 
pains, especially in both knees, the left elbow, and 
left ankle. An effusion of the left knee joint was 
noted, as well as swelling of the left elbow and left 
ankle. All these joints were moderately tender on 
palpation and motion. A suggestion of a pleural 
friction rub was detected in the left axillary region. 
All previous medication was discontinued and anti- 
histaminics were administered, with gradual sub- 
sidence of joint symptoms. The patient continued to 
have a remittent irregular fever, with temperature 
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ranging from 100 to 103.4 F (37.8 to 39.6 C), and 
frequent unexpected episodes of shallow, rapid res- 
piration, followed by extreme restlessness and 
mental confusion. Because of suspected personal- 
ity changes, the patient’s increasing apprehension, 
and frequent episodes of hyperventilation, he was 
interviewed by a psychiatrist. The patient was 
found to be intelligent, with a well-integrated per- 
sonality and without any strong neurotic trends. On 
the 15th hospital day, there was a sudden onset of 
sharp pleuritic pain in the left side of the chest, just 
below the nipple, followed by a persistent produc- 
tive cough and expectoration of blood-tinged spu- 
tum. 

The patient was dyspneic, acutely ill, and per- 
spiring profusely. There was definite cyanosis of the 
fingernails and toenails but no clubbing. A rapid 
loss of weight had occurred. The temperature was 
103 F (39.4 C) and the pulse, 115 beats per min- 
ute; respirations were 46 per minute. Examination 
of the chest revealed diminished breath sounds in 
the base of the left lung and a pleural friction rub 
in the lower part of the right lung. The abdomen 
was soft. Moderate tenderness was elicited in the 
right upper quadrant of the abdomen, and the left 
costovertebral angle was markedly tender on Mur- 
phy’s percussion. Homans’ sign was not present. 
Blood studies showed a hemoglobin level of 10.9 
Gm. per 100 cc. and a white blood cell count of 
13,900 per cubic millimeter, with 76% neutrophils 
(56% mature and 20% band forms), 23% lympho- 
cytes, and 1% eosinophils. The urine was cloudy, 
with a trace of albumin. The erythrocyte sedimen- 
tation rate was 0.5 mm. per minute and the carbon 
dioxide-combining power, 68 vol.%. The serum 
sodium level was 132 mEq. per 100 cc., the potassi- 
um level, 3.2 mEq.; and the chloride level, 105 
mEq. The total serum protein level was 6.9 Gm. per 
100 cc., with 3.8 Gm. of albumin and 3.1 Gm. of 
globulin. The guaiac test on stools was 1+. Re- 
peated blood cultures were sterile. A throat culture 
grew numerous colonies of Diplococcus pneumo- 
niae and Staphylococcus aureus. Culture of the spu- 
tum grew Pseudomonas aeruginosa (Bacillus pyo- 
cyaneus) in pure culture. No acid-fast bacilli or 
fungi were found. X-ray of the chest now disclosed 
pleural effusion on the left and an infiltration in the 
base of the right lung compatible with a pneumonic 
process. An electrocardiogram was interpreted as 
in keeping with left ventricular hypertrophy and 
sinus tachycardia (rate, 150 beats per minute). Re- 
sult of a skin test for histoplasmosis was negative. 

On the 21st hospital day, the patient’s condition 
deteriorated and his temperature rose to 104 F 
(40 C). On examination of the chest there were 
harsh respiratory sounds and coarse crepitant rales 
in the base of both lungs. The heart rate was 160 
beats per minute and regular. The liver was pal- 
pable 2 fingerbreadths below the right costal mar- 
gin. Digitalis and massive doses of several anti- 
biotics were administered without any response. 
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One thousand cubic centimeters of blood were 
transfused, after which the hemoglobin level was 
9.7 Gm. per 100 cc. The platelet count was 200,000 
per cubic millimeter, and the leukocyte count was 
24,750, with 90% neutrophils (including 22 band 
forms). A bone marrow aspiration, smear, and cul- 
ture were reported as normal. No tumor cells were 
found in the sputum. 

On the 24th hospital day, the patient suddenly 
developed increasingly severe dyspnea and cyano- 
sis. The blood pressure was unobtainable and the 
pulse became thready, at a rate of 160 beats per 
minute. Respirations were gasping, at 50 per min- 
ute. He then lapsed into coma, stiffened up in bed, 
and died at 10:25 a. m. 


Section from urinary bladder showing organized thrombus 
partially attached to venous intima by proliferative endotheli- 
um (x 250). 


Autopsy Findings.—At autopsy, the parietal pleu- 
ra on both sides was dull and congested and the 
lower lobe of the left lung was covered by fibrin. 
The heart weighed 310 Gm. The right atrium was 
slightly dilated, as was the right ventricle, where 
many antemortem clots ranging in size from 0.5 to 
1.5 cm. were imbedded between the muscle col- 
umns. The underlying endocardium did not appear 
thickened. Sections of the ventricles revealed no 
grossly visible disease of the myocardium. The 
valves and coronary arteries appeared to be normal. 
The lungs were relatively heavy, the right lung 
weighing 720 Gm. and the left 710 Gm. Large 
granular brownish-red clots filled the branches of 
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the pulmonary arteries of both lungs, and a cylin- 
drical embolus, about 7 by 0.6 cm., lay free in the 
left pulmonary artery. The lower lobe of the right 
lung was enlarged, dark red, and covered by a thin 
film of fibrin. The middle and upper lobes of the 
right lung were still air-containing and light pink in 
color. Multiple sections of the lower lobe of the 
right lung revealed oozing dark-red surfaces. The 
left lung showed an area of infarction in the lower 
segment of the upper lobe. The lower lobe was 
completely solidified and dark red in color; it sank 
in water. Multiple sections of the lower lobe of the 
left lung appeared essentially similar to those of the 
lower lobe of the right lung. No abnormality was 
seen in the airways. In the midportion of the left 
kidney there was an area of recent infarction, 1 cm. 
long by 0.2 cm. wide, yellowish in color. Milking 
of the lower extremities while observing the exodus 
at the inferior vena cava failed to produce any mov- 
able clots. 

Microscopic examination of the lungs revealed 
organized clots in the branches of the pulmonary 
arteries that were adherent to the intima of the 
vessels and exhibited fibrous tissue proliferation in 
continuity with the intimal layers. The presence of 
organized fibrin and fibroblast proliferation implied 
that some of the clots had been in situ for several 
days. Organized clots without mural attachment 
lay within the pulmonary arterioles in areas of 
widespread infarction. Several blocks showed in- 
farcted lung tissue. The myocardium of the left 
ventricle was histologically normal. In the wall of 
the right ventricle there was a mural thrombus in 
situ without demonstrable attachment to the endo- 
cardium. The perivesical and intramural veins of 
the urinary bladder contained organized thrombi 
partially attached to the venous intima by prolifer- 
ative endothelium (see figure). The prostatic ve- 
nous plexus was extensively involved microscopi- 
cally by thrombus formation. One large vein showed 
a recent thrombus of the same structure as those 
found in the lungs and right heart. Other veins ex- 
hibited organized fibrous obliteration with reca- 
nalization. The kidney exhibited foci of interstitial 
hemorrhage and areas of recent infarction. 


Comment 


Serious or fatal pulmonary emboli may arise from 
the venous system of apparently normal adolescents 
and may be the first manifestation of asymptomatic 
phlebothrombosis. 

Although the underlying cause of phlebothrombo- 
sis still remains obscure, Crane* has postulated 
that sudden and repeated muscular efforts and 
strains may in some individuals cause thrombosis of 
the deep lower leg veins and, in turn, of the pelvic 
veins. Prolonged dependency stasis, imposed by 
airplane flights, automobile rides, and even attend- 
ance at the theater, has been known to induce 
thrombosis of this sort, as reported by Homans.° 
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In the present case, some of the emboli apparent- 
ly originated from the prostatic venous plexus, a 
rather common site of origin. In 147 cases of pul- 
monary emboli Moran” encountered 44 (29.9%) 
arising from the prostatic venous plexus. 

The symptoms and signs of pelvic venous throm- 
bosis are rather vague and seldom adequately eval- 
uated, as DeTakats and Fowler * have shown. They 
may, however, include pain and swelling of the 
buttocks or in the abductor muscles close to the 
inguinal fold, associated with sciatic neuritis, fre- 
quency of urination, and mucous diarrhea, or slight 
suprapubic edema and palpable cords lateral to the 
prostate or uterus, although nore of these criteria 
were observed in this case. 

The manifestations of pulmonary embolism are 
exceedingly varied and have a definite tendency to 
recur.” Dyspnea is one of the most prominent symp- 
toms. In the present case dyspnea was of sudden 
onset and rapidly progressed to gasping respirations 
resembling intermittent episodes of hyperventila- 
tion accompanied by extreme restlessness. Mental 
confusion, marked apprehension, and fright were 
conspicuous to the extent that a psychiatric consul- 
tation was requested. Savacool and Charr ‘° re- 
ported 12 cases of pulmonary thrombosis in which 
mental confusion, presumably attributable to cere- 
bral ischemia, was most striking. Other predominant 
symptoms in the present case were fever, cyanosis, 
chest pain, tachycardia, anemia, and rapidly pro- 
gressing signs of right heart failure. 
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Summary 


In a fatal case of multiple pulmonary embolism 
in a 15-year-old boy, intensive and prolonged physi- 
cal exertion appeared as the etiological factor. Fre- 
quent episodes of hyperventilation were observed. 
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Halothane (Fluothane).—2-Bromo-2-chloro-1,1,1- 
trifluoroethane.—The structural formula of halo- 
thane may be represented as follows: 


H-C-C-F 
Br F 


Actions and Uses.—Halothane, a volatile, nonin- 
flammable liquid, is a general anesthetic agent. Its 
potency, based on maintenance concentrations of 
inhaled vapor, is variously estimated as four times 
that of ether and one-half to twice that of chloro- 
form. The high potency of halothane, which is the 
basis of many of its desirable properties as an 
anesthetic agent, is at the same time a serious 
hazard, necessitating the greatest care and preci- 
sion in its use. It should be administered only by 
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thoroughly trained individuals who are familiar 
with its pharmacology and toxic potentialities and 
with the techniques indicated for its administration. 

Induction with halothane is smooth and rapid. 
Vapors of anesthetic concentration are not un- 
pleasant to most patients and do not irritate the 
mucous membranes. Halothane depresses, rather 
than stimulates, salivary and mucous secretions. 
Sensory depression in the first stage of induction is 
rather poor. A brief period of excitement is not 
infrequent, particularly if premedication is light, 
but is less troublesome than that produced by most 
other inhalation anesthetics. Complications during 
induction such as coughing, laryngospasm, bron- 
chospasm, and vomiting are uncommon. When 
halothane is used for induction, surgical anesthesia 
is usually achieved in 2 to 10 minutes. The pharyn- 
geal and laryngeal reflexes are obtunded very early, 
and the relaxation of the jaw is excellent. There- 
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fore, endotracheal intubation may often be done 
without the use of relaxants, even under very 
light anesthesia. However, the rapid reversibility 
of halothane anesthesia requires that the intuba- 
tion be accomplished swiftly. 

Some degree of hypotension occurs in most pa- 
tients during anesthesia with halothane and con- 
stitutes one of the major limiting factors in its use. 
The blood pressure is lowest during the induction 
period; during surgical anesthesia it may return 
to normal but usually stabilizes at a level still 
somewhat below preinduction values. The degree 
of hypotension seems to be proportional to the 
concentration of the vapor in the inspired mixture; 
sudden increases in this concentration often pre- 
cipitate a profound fall in blood pressure. Simi- 
larly, increasingly severe hypotension may attend 
attempts to reach lower planes of anesthesia. The 
mechanism by which this hypotension is produced 
is unknown. The appearance of the skin, which 
is dry, warm, and pink, and with distended veins, 
suggests peripheral vasodilation. Considerable evi- 
dence has been adduced in support of a ganglionic 
blocking effect, but this is not universally acccept- 
ed. Evidence concerning other proposed mecha- 
nisms is also conflicting or inadequate. 

Halothane not infrequently produces alterations 
of cardiac rate and rhythm. The most common of 
these is bradycardia; this, in some patients, may be 
quite marked; heart rates as low as 30 per minute 
have been reported. Fortunately, this complica- 
tion can usually be prevented by the prior ad- 
ministration of adequate doses of atropine or other 
anticholinergic agents. Other disturbances that 
have been reported include atrioventricular nodal 
rhythm, atrioventricular dissociation, shifting pace- 
maker, extrasystoles of ventricular origin, bigeminal 
and trigeminal rhythms, and cardiac arrest. Deeper 
levels of anesthesia are associated with a higher 
incidence and greater severity of these reactions. 

Like cyclopropane and chloroform, halothane 
unquestionably sensitizes the myocardium to the 
action of epinephrine and levarterenol. Injection 
of these amines during halothane anesthesia may 
induce ventricular tachycardia or fibrillation. On 
the other hand, no serious arrhythmias have ac- 
companied the use of phenylephrine, metham- 
phetamine, or methoxamine. There is some evi- 
dence from animal experiments that halothane 
decreases the force of ventricular contraction. 
Whether this occurs during halothane anesthesia 
in human patients is unknown. It seems unlikely, 
at least, that halothane produces the profound 
depression often seen with chloroform. 

Halothane often causes a diminution in respira- 
tory minute volume. This depression becomes pro- 
gressively more severe as anesthesia is deepened. 
Respiratory movements are typically quite shallow, 
whereas the rate may be either increased or 
decreased. A pronounced tachypnea has been re- 
ported. At levels of anesthesia below the second 
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plane, many patients require respiratory assistance. 
Completely controlled respiration is said to be 
achieved with unusual ease. 

As with ether, and unlike the situation prevailing 
with use of chloroform, the circulation usually re- 
mains functional at the point at which complete 
respiratory paralysis occurs. The blood pressure 
is usually adequate, and the heart may continue 
to beat for several minutes after respirations cease. 
Consequently, in such cases, discontinuance of 
halothane anesthesia and administration of oxygen 
by artificial respiration is ordinarily followed by 
rapid lightening of the level of anesthesia and 
resumption of spontaneous respiratory activity. 

Even at very shallow levels of anesthesia, halo- 
thane inhibits both the painless uterine contrac- 
tions of late pregnancy and the contractions during 
labor, whether spontaneous or induced by oxy- 
tocics. The effect has been compared to that of 
deep ether anesthesia. Severe hemorrhage that has 
occurred during cesarean sections performed under 
halothane anesthesia may possibly be due to this 
effect on uterine tone. 

Muscular relaxation in halothane anesthesia is 
only moderately good. Since the depth of anes- 
thesia is limited by the effects of halothane on 
the heart and circulation, a skeletal muscle relaxant 
must often be used as an adjuvant in operations 
on the upper abdomen or when the peritoneal 
cavity is to be opened. Succinylcholine, decame- 
thonium, and gallamine have been satisfactory for 
this purpose. Gallamine possesses the added theo- 
retical advantage of inhibiting the action of the 
cardiac vagus and thus may help to minimize the 
bradycardia produced by halothane. Tubocurarine, 
on the other hand, has produced profound and 
irreversible hypotension in animals anesthetized 
with halothane; therefore, tubocurarine probably 
should not be employed in human patients until 
further studies clearly establish its safety. 

A number of other drugs have been associated 
with unusual and undesirable effects when given 
during halothane anesthesia. Since these effects 
have been noted in only single or, at most, a few 
instances, and since surgical procedures themselves 
may modify response to drugs, it is uncertain that 
halothane is responsible for the modified response. 
Nevertheless, the following observations seem per- 
tinent. Unusual sensitivity to the hypotensive effect 
of hexamethonium was reported; an adequate 
blood pressure was difficult to maintain in a pa- 
tient who had been taking reserpine; chlorpro- 
mazine given postoperatively to control shivering 
was followed by a sharp fall in blood pressure. 
These three observations, together with the known 
propensity of halothane to cause hypotension, en- 
join caution in the use of hypotensive agents in 
conjunction with this agent. Increased sensitivity 
of a diabetic to insulin after halothane anesthesia 
has also been reported. 
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The rapidity of recovery from halothane anes- 
thesia is one of the most valuable attributes of 
the drug. Reflexes begin to reappear within two 
minutes and spontaneous movements within five 
minutes. The incidence of vomiting, which occurs 
in about 5% of patients in the immediate post- 
operative period, is unusually low. With proper 
dosage there is no prolonged period of postopera- 
tive hypotension. Intense shivering, apparently 
associated with a rather pronounced fall in body 
temperature, is a fairly common occurrence. 

Because of its chemical structure, that of a 
halogenated hydrocarbon, early investigators feared 
that halothane would have deleterious effects on 
the liver, similar to those produced by chloroform. 
To date, however, no reports of serious or per- 
manent hepatic damage have appeared. Liver func- 
tion tests indicate that halothane, like other anes- 
thetic agents, may produce a temporary depression 
of hepatic function, but that this effect is transitory, 
and return to normal usually occurs within a week. 
The incidence and severity of the hepatic depres- 
sion is comparable to that produced by ether or 
cyclopropane. Although histological studies in ani- 
mals have revealed minimal depletion of glycogen 
and mild fatty changes, necrosis or other severe 
morphologic changes have not been detected. 

Neither histological studies nor renal function 
tests have revealed any serious untoward effect on 
the kidney. 

The administration of halothane should be re- 
stricted to qualified anesthesiologists. It should be 
employed only in carefully selected cases and 
should not be regarded as a general-purpose sub- 
stitute for ether, cyclopropane, or other standard 
anesthetic agents. The use of halothane in opera- 
tions requiring a considerable degree of muscular 
relaxation is illogical, since its relaxant effect is 
poorer than that of ether and no better than that 
of a number of other less hazardous anesthetic 
agents. Halothane should not be used in the pres- 
ence of shock, severely diminished cardiac reserve, 
serious cardiac arrhythmias, or when injection of 
‘epinephrine or levarterenol is contemplated. Its 
use in obstetrics for normal or cesarean deliveries 
is accompanied by the danger of uterine relaxation 
and increased bleeding. 

The noninflammability of halothane may render 
it especially useful when electrocautery is used 
and when diagnostic radiological procedures are 
carried out. In thoracic surgery, the ease with 
which controlled respiration can be instituted and 
its depression of secretions and lack of irritation 
of the mucosa may be regarded as desirable prop- 
erties. Lack of elevation of the cerebrospinal fluid 
pressure and cerebrovenous pressure during halo- 
thane anesthesia may indicate its choice for cer- 
tain neurosurgical procedures. 

Dosage.—Halothane is given by inhalation. The 
extreme potency of the agent and the rapidity 
with which it produces changes in the level of 
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anesthesia make it essential to exercise extreme 
care in administration. Unusually swift and accu- 
rate appraisals of the clinical signs of the depth 
of anesthesia must be made as a basis for con- 
trolling the concentration of halothane being in- 
spired by the patient. Signs of anesthesia with 
halothane resemble those with ether, but the suc- 
cessive stages are traversed much more rapidly. 
Moreover, the pupils constrict early in, and re- 
main constricted throughout, the stage of surgical 
anesthesia. 

Halothane has been administered successfully 
by a number of techniques: semiclosed, with circle 
or to-and-fro carbon dioxide absorption; direct 
How, without carbon dioxide absorption; and di- 
rect flow, nonrebreathing. If sufficient care is taken, 
halothane can be given by the open-drop method 
for the induction of anesthesia in children; this, 
however, is not a preferred method of administra- 
tion. Difficulty has been reported with the com- 
pletely closed circuit with carbon dioxide absorp- 
tion, presumably because of the impossibility of 
estimating the concentration of halothane being 
inhaled at a given moment. 

The controls provided by conventional ether 
vaporizers are frequently too coarse to provide 
sufficiently fine gradations in the amount of vapor 
delivered. Special vaporizers are now available, 
with highly accurate settings or calibrations de- 
signed to deliver constant concentrations in the 
presence of variable conditions of temperature, 
agitation of the vaporizer, changing fluid levels, 
and varying rates of flow. 

Halothane itself, alone or in conjunction with 
nitrous oxide, may be used for induction. Con- 
centrations of 2 to 2.5% vaporized by a flow of 
oxygen or nitrous oxide-oxygen mixtures are usu- 
ally sufficient. A relatively high proportion of 
nitrous oxide in the mixture is favored by some 
anesthesiologists for the purpose of improving the 
analgesia in very light anesthesia. If preferred, 
however, other conventional agents, such as thio- 
pental or nitrous oxide-oxygen (without halo- 
thane) may be used. 

Once surgical anesthesia has been achieved, con- 
centrations of 0.5 to 1.5% halothane are sufficient 
for maintenance. 

Premedication before halothane anesthesia need 
not differ significantly from that used with other 
inhalation anesthetics. It is especially important, 
however, that an anticholinergic drug, such as 
atropine, be included to prevent or minimize 
bradycardia, which is a frequent concomitant of 
halothane anesthesia. If atropine is replaced by 
scopolamine, it should be remembered that the 
latter has only one-half the activity of atropine on 
the cardiac vagus. 

Preparations.—liquid (inhalant) 125 ce. 

Year of introduction: 1956. 

Ayerst Laboratories, Division of American Home Products 
Corporation, cooperated by furnishing scientific data to aid 
in the evaluation of halothane. 
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INBORN ERRORS OF METABOLISM 


HE influence of genetic make-up on the 
T occurrence of human disease has been 

familiar to physicians from earliest times. 
Knowledge regarding the manner in 
which such influences operate has been available 
only more recently. The concept of “inborn errors 
of metabolism” was introduced by Sir Archibald 
Garrod in 1908.' He dealt with four specific metab- 
olic disorders—albinism, alkaptonuria, cystinuria, 
and pentosuria. 

His uncanny prediction that products excreted 
in these diseases were in reality normal metabolites 
which accumulated because of deficiency of en- 
zymes responsible for further metabolism has been 
amply confirmed in recent years. The few diseases 
studied by Garrod were long considered medical 
rarities of esoteric interest. With the unraveling of 
the mysteries of intermediary metabolism, these 
diseases assumed new importance and have indeed 
aided in the comprehension of metabolic pathways. 
The excretion of homogentisic acid in alkaptonuria 
and 1-xylulose in pentosuria were of immeasurable 
help in delineating the metabolism of the aromatic 
amino acids and contributing to the understanding 
of carbohydrate metabolism. As more modern en- 
zymatic techhiques have become available, direct 
demonstration of enzymatic deficiencies has become 
possible. 


1, Garrod, A. E.: Inborn Errors of Metabolism, London, Henry 
Frowde, 1909. 

2. Pauling, L.; Itano, H. A.; Singer, S. J.; and Wells, I. C.: Sickle 
Cell Anemia, Molecular Disease, Science 110:543-548 (Nov. 25) 
1949. 

3. Ingram, V. M.: Specific Chemical Difference Between Globins of 
Normal Human and Sickle-Cell Anemia, Haemoglobin, Nature, London 
178:792-794 (Oct. 13) 1956. 
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Since Garrod’s original contributions many other 
diseases have been added to the ever-growing list 
of “inborn errors of metabolism.” Taken together 
they no longer represent medical rarities. 

The concept of inherited metabolic abnormalities 
has been broadened in recent years. The finding 
by Pauling and associates * that the hemoglobin of 
patients with sickle-cell disease differs from normal 
adult hemoglobin opened a whole new field of un- 
derstanding of human disease. Subsequent studies ° 
have established that hemoglobin of different per- 
sons differs chemically with respect to the presence 
of a particular amino acid at specific locations in 
the polypeptide chain. It is apparent that genetic 
variation may result in the synthesis of proteins 
closely related to normal but varying in critical 
detail. Changes in such detail may vastly alter 
biological function. The apparent absence of a 
given enzyme may be due, in fact, to the synthesis 
of an abnormal molecule which lacks enzyme 
activity. 

Many of the metabolic abnormalities appear to 
be recessive characteristics, thus the full expression 
of the disease occurs only in homozygotes. Of great 
interest, however, has been the recent demonstra- 
tion of many examples of partial expression of some 
metabolic defects in some heterozygotes. For ex- 
ample, it is known that heterozygotes have about 
40% hemoglobin S (sickle-cell hemoglobin) in 
their erythrocytes. The finding of partial expression 
in heterozygotes opens up new possibilities that 
genetic variation may account for more subtle in- 
dividual metabolic differences. 

The metabolic anomalies studied by Garrod were 
of such a nature as to be detectable from the time 
of birth. It is, however, apparent that other herit- 
able defects may become manifest only later in 
life. Typical of such a disease is diabetes mellitus. 
Evidence for the heritable nature of this disease 
has been available for many years. There is yet no 
explanation for the nature of the metabolic defect 
which permits this disorder to appear at variable 
ages. There is reason to believe that some metabolic 
abnormality occurs before the more familiar mani- 
festations of the disease appear. 

That a heritable defect resulting in a metabolic 
abnormality may only become evident after an 
elapse of time has profound medical implications. 
It is possible that other diseases have a similar 
underlying etiology. 

It is now obvious that the concept of inborn er- 
rors of metabolism is of importance far beyond a 
few rare syndromes. Further research in enzymolo- 
gy and human genetics will undoubtedly result 
in rich rewards in the understanding of human 
disease. 
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MEDICINE AND THE LAW 


OPINION OF THE JUDICIAL COUNCIL 


The Judicial Council has authorized the publication of the following opinion. 


Question: The 1946 report of the Judicial Council 
states, in part, that “The division of income given to 
members of a group practicing jointly or in a part- 
nership must be in proportion to the value of the 
services contributed by each individual participant.” 
The 1947 report of the Council states, “Since the 
principles of ethics for private practice absolutely 
forbid the splitting of fees under any and all cir- 
cumstances, the same rule applies to group practice; 
and the group formed must be a real partnership 
in which the total income is divided not equally but 
according to the individual income earned by the 
member.” Do these reports mean that only the 


medical services rendered by a member of a group 
or partnership may be considered in arriving at the 
amount payable to each participant? 

Answer: In order to clarify its position with re- 

spect to the division of group or partnership income 
the Judicial Council approves and publishes the 
following rephrasing of its 1946 and 1947 reports 
on this subject: 
The division of income among members of a group, prac- 
ticing jointly or in partnership, may be determined by the 
members of the group and may be based on the value of the 
professional medical services performed by the member and 
his other services and contributions to the group. 


GOVERNMENT SERVICES 


AIR FORCE 


School of Aviation Medicine Moved.—The Air Force 
School of Aviation Medicine moved in July from 
Randolph Air Force Base, northeast of San Antonio, 
Texas, to new quarters at Brooks Air Force Base, on 
the southern edge of the city. This is the second 
time in its 41-year history that the school has moved 
to Brooks. More than 33 years ago the school moved 
there from Mitchell Field, Long Island. Of the 
seven structures comprising the new facility, five 
are strictly for aerospace medicine research and 
instruction. The largest of these is the four-story 
centrally located Research Institute Building. Con- 
veniently close are the Research Laboratory Shops, 
Altitude Laboratory, Academic Building, and Flight 
Medicine Laboratory. To the rear of the group are 
the heating and cooling plants. The move was in- 
complete, and priority projects now under way will 
keep a portion of the school’s department of physiol- 
ogy-biophysics at Randolph until winter. 

The most outstanding improvement Brooks has 
over the Randolph facilities is vastly increased 
classroom space in the academic building. At Ran- 
dolph the school had six classrooms with a total 
seating capacity of 279. The Brooks school will have 
16 modern, fully equipped classrooms with seats 
for 735 students, plus a 433-seat assembly hall. In 


addition it will be partially equipped with closed- 
circuit television. In connection with these ex- 
panded educational facilities, some of the courses 
previously offered at the Gunter Air Force Base, 
Ala., branch of the school will be transferred to 
Brooks. The flight nursing course, six weeks in 
length and with a total of about 330 students each 
year, is one of these. All told, the School of Aviation 
Medicine at Brooks will graduate about 950 stu- 
dents each year from its courses. 

A special feature of the new school is the shop 
for making contact lenses—the only one of its kind 
in the Air Force. The department of biometrics will 
have an “electronic brain” for quick analysis of 
complex scientific statistics. The ear, nose, and 
throat department will have a reverberation cham- 
ber, a room that reflects and intensifies sound, which 
will be used to study the effects of noise on human 
beings and animals. The department will also have 
an anachoic chamber, a room which absorbs sound. 
It is so quiet in this room that a person can hear his 
own heartbeat. The room will be used for a variety 
of purposes, including the testing of delicate hear- 
ing instruments and the clinical evaluation of pa- 
tients with hearing difficulties. The department of 
radiobiology will have a high-level cobalt-60 radi- 
ation facility shielded on all sides by about 5 ft. of 
concrete. Advanced x-ray equipment will be in- 
stalled in the flight medicine laboratory. The re- 
search photography laboratory will have a full-scale 
motion picture studio with a sound stage, as well 
as closed circuit television capabilities. 
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The space medicine division is scheduled to 
receive a two-man space cabin simulator in Oc- 
tober. It will be capable of sustaining two men for 
up to 30 days without outside help. The second 
floor of the Research Institute will have small 
cubicles where researchers and students can study 
and write in peace and quiet. The institution’s 
47,000 volume library will also be here. The third 
floor will house laboratories for pathology, toxicol- 
ogy, space medicine, pharmacology, and _ radio- 
biology. Among buildings planned for the future 
are a library and professional building. 


NAVY 


Personal.—_Rear Adm. James R. Fulton, M. C., 
U. S. N., was retired in June after 34 years active 
service. His last assignment prior to retirement was 
district medical officer, Fourth Naval District.—— 
The following captains of the medical corps were 
retired on July 1: Benjamin Ahl, O. H. Alexander, 
R. W. Babione, W. C. Baty Jr., C. E. Bentel, W. L. 
Berkley, T. D. Boaz, T. J. Carter, R. E. Fielding, 
J. R. George, J. N. C. Gordon, J. H. L. Heintzelman, 
L. L. Kenney, H. M. Maveety, L. E. McDonald, 
R. S. Simpson, P. E. Spangler, G. E. Stahr, W. P. 
Stephens, C. B. Stringfellow, J. R. Weisser, O. W. 
Wickstrom, M. R. Wirthlin, O. D. Yarbrough, and 
C. K. Youngkin.——The following retired captains 
of the medical corps who had been serving on ac- 
tive duty reverted to inactive status: J. M. Amber- 
son and L, B. Marshall. 


VETERANS ADMINISTRATION 


Home-Town Medical Program.—New contracts for 
the fiscal year 1960 have been completed with 
medical association intermediaries for conduct of 
the Veterans Administration’s home-town medical 
program in nine states. Because the contracts in- 
clude provision for direct processing of physicians’ 
billing statements by the VA, instead of through the 
intermediaries as in the past, the agreements are 
expected to expedite payment to private physicians 
involved and result in a saving of government funds. 
The nationwide home-town program allows veterans 
with service-connected disabilities to receive medi- 
cal care at VA expense from nearly 38,000 private 
physicians of their choice in areas where care at 
VA outpatient clinics is not available. The states in 
which the new contracts have been signed with 
intermediaries—mostly Blue Cross-Blue Shield or- 
ganizations—are California, Colorado, Hawaii, 
Michigan, New York, North Carolina, Oregon, 
Washington, and Wisconsin. 

In the other 41 states and in the District of Co- 
lumbia the program will continue to operate during 
the coming fiscal year under previous agreements 
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with state medical associations and other arrange- 
ments, as it has in the past. On July 1, physicians 
from the nine states where the intermediary con- 
tracts have been signed began sending their bills 
for the program directly to VA offices, as is done 
by physicians in the program from other states. 

Paper work for the VA home-town medical care 
program will be reduced substantially by a new 
system of mechanized record writing that became 
effective July 1. The new record writing system will 
also save time for private physicians in the pro- 
gram. Forms to be completed monthly by the doc- 
tors have been reduced to two—a report of treatment 
rendered and the doctor’s bill to the VA for his 
services. Both are designed to make his writing job 
brief. The name and address of the private physi- 
cian, the name and adress of the VA office handling 
the forms, and the name and VA claim number of 
the veteran receiving treatment will be printed 
on the forms by VA Addressograph plates. Use of 
window envelopes will make addressing of enve- 
lopes unnecessary. 

The doctor also will receive from the VA an an- 
nual authorization for treatment for each of his 
patients in the program, valid for approved treat- 
ment during the year as needed. The VA advises 
doctors participating in the program to mail their 
treatment reports and billing statements together 
to the agency promptly at the end of each month. 
These forms will be machine-processed by a punch- 
card system at VA regional offices after medical 
approval. 


PUBLIC HEALTH SERVICE 


Dr. Anderson Retires.—Dr. Otis L. Anderson retired 
on July 1 after 30 years of active duty. Since Oct. 
1, 1957, Dr. Anderson has been assistant surgeon 
general for personnel and training. Immediately on 
his retirement from the Public Health Service he 
joined the Washington office of the American Med- 
ical Association as medical liaison representative. 
His post in the Public Health Service was filled by 
Dr. Richard C. Arnold. 


Personal.—Dr. Vernon Knight of Vanderbilt Uni- 
versity Medical School, Nashville, Tenn., was ap- 
pointed as head of the clinical research program of 
the National Institute of Allergy and Infectious 
Diseases where he will supervise the planning and 
conduct of patient-centered studies of diseases 
caused by viruses, bacteria, fungi, protozoa, and 
parasitic worms. A clinical program in allergy is 
also envisioned. The clinical research program will 
stress staphylococcic infections, especially those due 
to antibiotic-resistant strains. 
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COLORADO 

Dr. Hildyard Named Division Head.—Dr. Victor H. 
Hildyard, of Los Angeles, was appointed assistant 
professor and head of the division of otolaryngology, 
department of surgery, University of Colorado 
School of Medicine, Denver. Dr. Hildyard assumed 
the position July 1. He has been in the private prac- 
tice of otology at Los Angeles since 1957, where he 
was clinical instructor in the specialty at the Uni- 
versity of Southern California. 


Plan Hospital for Progressive Patient Care.—Plans 
for the construction of a new 8-million-dollar, multi- 
phased hospital unit for the Sisters of Mercy of Colo- 
rado were announced by Sister Mary Miguel, ad- 
ministrator of Mercy Hospital, Denver. The new 
eight-story 500-bed hospital will occupy the entire 
city block on the present site of Mercy Hospital at 
East 16th Avenue and Milwaukee Street. The pro- 
gressive patient care plan calls for divisions of 
“intensive,” “intermediate,” and “convalescent” care 
as determined by the degree of illness of the patient 
admitted to the hospital. The seriously ill patient 
will be placed in an intensive care unit, with a 
specially trained nurse available. The convalescent 
care units will enable the patient to move about 
freely and assist in meeting his own needs. The 
present south wing of Mercy Hospital will be con- 
verted into a 200-bed hospital home for senior 
citizens, including small apartments for retired 
couples needing some medical supervision. Facili- 
ties will include rehabilitation, occupational therapy, 
recreational and central dining area for ambula- 
tory guests. Among the innovations to be used in 
the new project is a system of electronics in the 
operating rooms and delivery rooms which will 
monitor each patient undergoing anesthesia. The 
present Mercy Hospital was begun in 1901. 


CONNECTICUT 

Fund to Honor Dr. Barker.—The Associates of the 
Yale Medical Library announce that the nucleus of 
a book fund was established at the Medical Library 
to honor Dr. Creighton Barker, New Haven, a mem- 
ber of the associates and a contributor to the 
library’s collections. As a tribute to Dr. Barker, 
contributions to this fund are invited for which a 
suitable bookplate will be designed. Checks may be 


Physicians are invited to send to this department items of news of 
general int t, for ple, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 
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made payable to Yale University and mailed to Dr. 
Herbert Thoms, Yale Medical Library, 333 Cedar 
St., New Haven, Conn. 


ILLINOIS 

Deaths from Suicide.—The Illinois Health Mes- 
senger for June reported that deaths from suicide 
numbered almost one per 1,000 of the total deaths 
in Illinois in 1956, when suicide ranked 11th as a 
cause of death in the state. No reported deaths 
from suicide occurred among persons under age 15, 
but in the age group 15-24 there were 38 suicidal 
deaths. The age group with the largest total num- 
ber of deaths from suicide was 45-64. In 1956, 
suicide in Illinois ranked sixth among the leading 
causes of death in persons 15-24, fourth in the 25-44 
age group, and eighth in the 45-64 age group. 
Suicide was not among the leading causes of death 
among persons 65 years and over. 


Chicago 

University News.—Dr. George E. Miller, director 
of house staff education at Buffalo (N. Y.) General 
Hospital and associate professor of medicine at the 
University of Buffalo School of Medicine, was ap- 
pointed to the newly created post of director of 
research in medical education at the University of 
Illinois College of Medicine. The new post calls 
for developing and administering a Commonwealth 
Fund grant of $112,000 received last November for 
a two-year pilot study of the process of educating 
a medical student. The study is expected to result 
in a permanent center for educational research at 
the college. Both Dr. Miller's appointment, with 
the rank of associate professor, and the grant be- 
come effective Sept. 1——Dr. Orville T. Bailey, 
professor of neuropathology, Indiana University 
School of Medicine, Indianapolis, was appointed 
professor of neurology at the University of Illinois 
College of Medicine. Dr. Bailey succeeded Dr. 
Percival Bailey, Chicago, not related, who retires 
from the university Sept. 1. Dr. Orville Bailey is 
president-elect of the American Association of Neu- 
ropathologists and in this capacity was invited to 
lecture before the British Association of Clinical 
Pathologists in September. 


Dedicate La Rabida Research Center.—Dedication 
ceremonies for the Richard J. Finnegan Memorial 
Building, housing the Variety Club Research Cen- 
ter, of the La Rabida Sanitarium were held June 
13 and 14. The building, having laboratories 
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equipped with modern chemistry, physics, and 
biology tools, has a library and conference room 
available for use by the medical and research staff 
of the hospital. The upper level of the building is 
devoted primarily to chemical laboratories includ- 
ing organic, physical, and biochemistry laboratories, 
and special rooms for instruments and isotope stud- 
ies. The lower level is devoted to bacteriological 
experimentation, and includes animal quarters and 
animal research laboratories. Units are available for 
experimental pathology, microbiology, and im- 
munology. The ceremonies included a scientific 
symposium June 13 and a public meeting on rheu- 
matic fever June 14 at which Dr. Aims C. McGuin- 
ness, special assistant to the secretary, Health and 
Medical Affairs, U. S. Department of Health, Edu- 
cation and Welfare, presented the Harry Remer 
Memorial Lecture. The history of La Rabida began 
in 1898, when Spain chose a replica of the La 
Rabida Monastery at Palos for the Columbian Ex- 
position, to commemorate the discovery of Amer- 
ica. After the exposition, Spain presented the build- 


Richard J. Finnegan Memorial Building Variety Club Re- 
search Center of La Rabida Sanitarium. 


ing to Chicago. In 1896, the Women’s Board of La 
Rabida was formed and took over management of 
La Rabida. The board has continuously served to 
provide for sick children in Chicago since that 
time. At first La Rabida was concerned with the 
care of infants with diarrheal disease. In 1927, 
under Dr. Robert A. Black, La Rabida became a 
sanitarium for children with rheumatic fever. In 
1944, when La Rabida became affiliated with the 
five medical schools of Chicago, clinical care was 
provided by the respective departments of pedi- 
atrics and medical student teaching was introduced. 
At that time the first board of trustees was or- 
ganized, with Mr. Samuel Emory Thomason as 
chairman, who was succeeded on his death by Mr. 
Richard J. Finnegan. Mr. Finnegan died in 1955. 
Arrangements began in 1948 for the conversion of 
the sanitarium to a hospital. In 1949, an affiliation 
with the University of Chicago for research was 
inaugurated and in 1950 research laboratories were 
opened. On July 1, 1957, the La Rabida—University 
of Chicago Institute was created. The present pro- 
gram covers care for patients up to age 18 with 
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rheumatic fever, rheumatic heart disease, rheuma- 
toid arthritis, allied connective tissue diseases, 
nephritis, and nephrosis. 


Conference on Heart Research.—“Heart Research 
in Industry” is the title of the seventh annual 
Heart-in-Industry Conference, which will be held 
Oct. 16 at the Sherman Hotel, Chicago. The ses- 
sions will focus on the significant contribution that 
industry can make in collaboration with medical 
science. Among the featured speakers will be Dr. 
James Watt, director of the National Heart Insti- 
tute; Dr. Irvine H. Page, director of research, 
Cleveland Clinic Foundation; and Mr. A. Pope 
Lancaster, vice-president, manufacturing, Western 
Electric Company. There will be six workshop dis- 
cussion groups with panelists representing labor, 
management, medical research, industrial medicine, 
and nursing. The conference is jointly sponsored by 
the Chicago Heart Association and the Association 
of Commerce and Industry. The conference chair- 
man is Dr. Andrew J. Oberlander, leader of the 
Industrial Medicine Committee of the Chicago 
Heart Association, which is responsible for planning 
the meeting. Reservations should be sent to the 
Association of Commerce and Industry, 30 W. 
Monroe St., Chicago 2. 


MAINE 
State Medical Election.—Officers of the Maine 
Medical Association for 1959-1960 are: president, 
Dr. Allan Woodcock, Bangor; president-elect, Dr. 
Wilson H. McWethy, Augusta; executive director, 
Dr. Daniel F. Hanley, Brunswick; and secretary- 
treasurer, Dr. Esther M. Kennard, Brunswick. Dr. 
Eugene E. O'Donnell, Portland, is immediate past- 
president. Dr. Carl E. Richards, Alfred, is Council 
chairman. 


MARYLAND 

Semiannual Meeting in Ocean City.—On Sept. 18, 
the Medical and Chirurgical Faculty of the State of 
Maryland will hold its semiannual meeting in Ocean 
City, with headquarters at the Commander Hotel. 
The Council will meet the morning of Sept. 17, and 
the House of Delegates, the morning of Sept. 18. 
The speaker at the scientific session will be Dr. 
Roy Hertz, chief, Endocrinology Branch, National 
Cancer Institute, Bethesda, who will present, “The 
Chemotherapy of Hormone Producing Tumors.” A 
dance is planned for the evening of Sept. 18. For 
information write Mr. John Sargeant, 1211 Cathe- 
dral Street, Baltimore 1, Executive Secretary. 


MASSACHUSETTS 

Dr. Joslin Honored at Doctor—Clergy Dinner.—The 
first annual Beloved Physicians Award of the Mas- 
sachusetts Council of Churches was presented to 
Dr. Elliott P. Joslin, Boston, as the finale to a sym- 
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posium held April 8 under the sponsorship of the 
Boston Council of Churches and the Department of 
Pastoral Services of the Massachusetts Council of 
Churches. In presenting the award to Dr. Joslin it 
was stated that “despite the different professional 
paths taken by physician and minister, both stand 
together in reverence for life and in awe of death.” 
Dr. Edward D. Churchill, John Homans Professor 
of Surgery at the Harvard Medical School, repre- 
sented the medical profession at the symposium and 
Rev. Samuel Miller, pastor of the Old Cambridge 
Baptist Church and newly appointed dean of the 
Harvard Divinity School, represented the clergy at 
the symposium. 


MICHIGAN 

Dr. Kramer Resigns.—Dr. Charles G. Kramer, Sagi- 
naw, resigned as secretary of the Saginaw County 
Medical Siciety. Dr. Arthur B. Thompson, of 2144 
Ottawa, Saginaw, was appointed as secretary to 
fill the unexpired term. Dr. Kramer is moving to a 
different country. 


Personal.—On June 18, Dr. James V. Neel, Ann 
Arbor, received an honorary doctor of science de- 
gree from the College of Wooster, Wooster, Ohio. 
——Dr. Roger B. Nelson, associate director of the 
University of Michigan Hospital, Detroit, was 
chosen president-elect of the Michigan Hospital 
Association which represents about 225 hospitals 


throughout the state. 


Triennial Reunion in Ann Arbor.—The University 
of Michigan Medical School, Ann Arbor, with over 
5,000 living graduates will hold its seventh triennial 
alumni reunion Oct. 14-17. The program will be 
chiefly scientific in nature, with clinics, professional 
exhibits, reports on current medical research, and 
televised patient demonstrations over a closed- 
circuit color system. The major nonmedical activity 
will be the Michigan—Northwestern football game 
Oct. 17. In addition, there will be class reunions 
and tours of the university’s 8'%-million-dollar medi- 
cal sciences building. The reunion will also help 
mark the 90th anniversary of the University Hospi- 
tal, the nation’s first to be owned and operated by a 
university in connection with its own medical school. 
The last U-M Triennial was held in September, 1956. 
Dr. John M. Sheldon, Ann Arbor, is chairman of 
program committee. 


MISSOURI 

Annual Psychiatric Meeting.—The 12th annual 
meeting of the Mid-Continent Psychiatric Associa- 
tion will be held Sept. 18-20 at the Holiday Inn 
Hotel, St. Louis County. Dr. Addison M. Duval, 
director of the Division of Mental Diseases for 
Missouri, will address the opening session. Twelve 
scientific papers will be presented, including the 
following by out-of-town speakers: 
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Cerebral Vascular Insufficiency, Dr. Adolph L. Sahs, Iowa 
City. 

Psychological Reactions to Trauma, Dr. Herbert C. Modlin, 
Topeka, Kan. 

Criminal Responsibility, Dr. Manfred $, Guttmacher, Balti- 
more. 

Problems in Classification and Treatment of Depression, Dr. 
Charles Shagass, Montreal, Quebec. 

Therapeutic Problems and Observations of Manic-Depressive 
Patients, Dr. Joseph B. Parker Jr., Durham, N. C. 

Group Psychotherapy in Private Practice, Dr. John J. 
O’Hearne Jr., Kansas City, Mo. 

An early-bird cocktail party will be given Friday 

evening, Sept. 18. On Saturday afternoon golf, 

tours, and other events will be available. The an- 

nual banquet will be Saturday evening. A program 

for ladies has been arranged. Nonmembers are 

cordially invited. For information write Dr. James 

N. Haddock, 950 Francis Place, Clayton 5, Mo. 


NEVADA 

Annual Meeting in Reno.—The 56th annual meeting 
of the Nevada State Medical Association will be 
held Aug. 19-22, together with the ninth conference 
of the Reno Surgical Society at the Mapes Hotel, 
Reno. The Aug. 20 session will be opened with an 
address by Governor Grant Sawyer, of Nevada. The 
program includes the following guest speakers: Drs. 
Donald E. Cassels, Chicago; William Dock, New 
York; Frank H. Mayfield, Cincinnati, president, Ohio 
State Medical Association; Michael E. DeBakey, 
Houston, Texas; Charles P. Larson, College of 
American Pathologists; Joe Vincent Meigs, Boston; 
and Hubertus Strughold, Randolph Field, Texas. 
Panel discussions are planned for the mornings of 
Aug. 21 and 22, with Dr. John W. Cline, San 
Francisco, serving as moderator. A banquet is 
planned for the evening of Aug. 21, with Paul A. 
Siple, D.Sc., scientific leader, Amundsen-Scott 
I. G. Y., South Pole Station, Washington, D. C., as 
the speaker. For information write Mr. Nelson B. 
Neff, P. O. Box 188, Reno, Nev., executive secretary. 


NEW JERSEY 

Organize Psychoanalytic Group.—The formation of 
the New Jersey Psychoanalytic Society, an affiliate 
of the American Psychoanalytic Association and the 
International Psychoanalytical Association, was an- 
nounced at a meeting of the society, June 13. The 
society, formed April 26, became the 20th affiliate 
society of the American Psychoanalytic Association. 
The officers elected at the first meeting of the so- 
ciety May 3 are: president, Dr. Herman Shlionsky, 
Montclair; vice-president Dr. Raymond H. Gehl, 
Newark; secretary, Dr. John E. Hughes, Trenton; 
treasurer, Dr. Samuel A. Weiss, Orange; representa- 
tive of the executive council of the American Psy- 
choanalytic Association, Dr. Benedict J. Bernstein, 
Elizabeth; and alternate representative, Dr. How- 
ard H. Schlossman, Englewood. The present mail- 
ing address of the society is 377 S. Harrison St., 
East Orange, N. J. 
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NEW YORK 

Fellowships for Research.—The University of Roch- 
ester established a program of postdoctoral fellow- 
ships to be awarded graduates of approved medical 
schools to enable them to pursue research in any of 
the departments of the School of Medicine and 
Dentistry. The Buswell Fellowships, made possible 
by the bequest of the late Mr. Ralph Hochstetter, 
are intended to assist “well qualified” doctors of 
medicine to prepare for academic careers. Buswell 
Junior Fellowships will be awarded to medical 
graduates who have completed one year of intern- 
ship or equivalent training. Research experience is 
not required. Junior fellows are expected to spend 
about 90% of their time in research or advanced 
study in preparation for research. Junior fellowships 
will provide a basic stipend of $4,500 to $6,000 per 
year, depending on training and experience, and 
may be renewed with increments for a second or 
third year. An additional sum of $500 per year may 
be provided for each dependent. Buswell Senior 
Fellowships will be awarded to medical graduates 
who have held a Buswell Junior Fellowship for two 
or three years or have had comparable experience 
in medical research and wish to continue in an 
academic career. Senior fellowships will provide a 
basic stipend of $5,500 to $8,000 per year, depend- 
ing upon training and experience, with provision for 
annual increments. An additional sum of $500 per 
year may be provided for each dependent. Appli- 
cations will be received any time. Awards will be 
announced periodically. A fellowship may be 
activated at any time during the year after an- 
nouncement of award. Information and application 
forms may be obtained from the Chairman, Com- 
mittee on Buswell Fellowships, Department of 
Medicine, University of Rochester Medical Center, 
260 Crittenden Blvd., Rochester 20, N. Y. 


New York City 

Paraplegia Researchers Honored.—The Paralyzed 
Veterans of America, Inc., presented awards to two 
Columbia—Presbyterian Medical Center physicians, 
Dr. James B. Campbell and Dr. C. Andrew L. 
Bassett, for their work in paraplegia, at the 13th 
annual convention dinner of the PVA, July 22. The 
two physicians share the 1959 awards with Mr. 
Harry A. Schweikert Jr., PVA president, who was 
honored for his “outstanding leadership.” Dr. Camp- 
bell and Dr. Bassett have been studying the re- 
generative potential of the severed spinal cord in 
animals, This research was financed by the Depart- 
ment of the Army, Office of the Surgeon General; 
National Institutes of Health; the Playtex Park 
Research Institute; and the United Cerebral Palsy 
Research and Educational Foundation, Inc. Dr. 
Campbell is assistant professor of neurosurgery, 
and Dr. Bassett is assistant professor of orthopedic 
surgery. 
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Personal.—Dr. Murray Davidson was appointed di- 
rector of the department of pediatrics of the Bronx 
Hospital. He will start his new full-time post Sept. 1. 
Dr. Davidson also was named associate clinical pro- 
fessor of pediatrics at Albert Einstein College of 
Medicine.-—Dr. George James was named first 
deputy commissioner of the New York City De- 
partment of Health, replacing Dr. Roscoe P. Kandle, 
who left the department to become commissioner of 
health of New Jersey. Dr. James has served as a 
deputy of the health department in charge of plan- 
ning and research since October, 1956.——The presi- 
dent of Peru, Mr. Manuel Prado, recently conferred 
the decoration of “Order of the Sun” rank of com- 
mander on Dr. George T. Pack, New York surgeon. 
The ceremony was held in Lima, Peru, on the oc- 
casion of the first Peruvian Cancer Congress. The 
Order of the Sun was founded by General San 
Martin in 1821. 


NORTH CAROLINA 

University News.—Dr. Joseph C. Aub, of Boston, de- 
livered the Nathalie Gray Bernard lectures at Bow- 
man Gray School of Medicine, April 30 and May 1, 
entitled “Cancer and Normal Cell Growth,” and 
“Our Present Study of Cancer Growth.” Dr. Aub 
also spoke at the annual banquet of the Bowman 
Gray Chapter of Alpha Omega Alpha, April 29. 
The Nathalie Gray Bernard Lectureship was es- 
tablished by the Bowman Gray faculty in 1942 in 
honor of Mrs. Bernard, one of the school’s chief 
benefactors. 


Annual Conferences on Aging.—The first of four 
annual conferences on gerontology will be held at 
Duke University, Durham, Nov. 19-21, under the 
sponsorship of the university’s Center for the Study 
of Aging. The conference will emphasize basic 
biological and medical aspects of aging. The pro-- 
gram will be built around lectures by some 10 guest 
speakers from medicine and science. Dr. Ewald W. 
Busse, director of the Duke Aging Center, noted 
that the conference is being planned primarily for 
physicians and persons with special interests in 
gerontology. The over-all series of four conferences 
will give equal attention to the biological-medical 
aspects of aging and to the social and behavioral 
aspects, with two alternate year meetings on each 
theme. Major papers and formal discussions of the 
conferences will be published. 


Personal.—Dr. Eben Alexander Jr., professor of 
neurosurgery, Bowman Gray School of Medicine, 
Winston-Salem, and chief of professional services, 
N. C. Baptist Hospital, was reelected president of 
the United Medical Research Foundation of North 
Carolina. The foundation, which derives its income 
from United Funds and Community Chests in 
North Carolina, has contributed $171,215 to medical 
research in the state since it was founded four 
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years ago.——Dr. Annie V. Scott, clinical professor 
of pediatrics, University of North Carolina School 
of Medicine, was presented with the annual 
Achievement Award by the Woman’s Medical Col- 
lege of Pennsylvania, Philadelphia. The citation 
received by Dr. Scott reads, in part, “In proud 
recognition of her distinguished attainments as 
pediatrician and medical educator in China, where 
she served as a medical missionary for a large part 
of her life. . . .” 


PENNSYLVANIA 

Philadelphia 

Dr. Ferguson Named Surgery Chairman.—Dr. Lewis 
K. Ferguson, professor of surgery, University of 
Pennsylvania Graduate School of Medicine, was 
appointed chairman of the department of surgery, 
effective July 1, succeeding Dr, Herbert R. Haw- 
thorne, who has held the post since 1954. Dr. 
Hawthorne became an emeritus professor. 


Hospital Completes Medical-Science Building.— 
The Lankenau Hospital had a schedule of events 
June 4-6 to celebrate completion of its new $4,300,- 
000 Medical-Science Building. Brigadier General 
Carl W. Tempel, Washington, D. C., addressed a 
dinner in the hospital June 4. Lankenau’s Medical- 
Science Building, a six-story structure, has three 
floors which contain 126 private and semiprivate 
bedrooms for short-term convalescent patients and 
others undergoing diagnosis or treatment for non- 
acute conditions. The new building also houses the 
recently expanded Division of Research, the Health 
Examination and Diagnostic Service, and an en- 
larged Physical Therapy Department. An “open 
house” was held June 6 for the general public. 


Diplomat Takes Postgraduate Work.—Dr. Arturo Z. 
Pellerano, of Ciudad Trujillo, a physician repre- 
senting the Dominican Republic in Philadelphia as 
its consul, was accepted for the University of 
Pennsylvania Graduate School of Medicine for the 
1959-1960 school year. He will take courses toward 
obtaining specialty training in obstetrics and gyne- 
cology. Dr. Pellerano was appointed consul in Nor- 
folk, Va., in June, 1957, after serving as medical 
director of the city hospital in Yabucoa, Puerto Rico. 
He received his M.D. degree from the University of 
Santo Domingo (Dominican Republic) School of 
Medicine in 1948, and completed his internship and 
residency at Yabucoa Hospital before becoming 
medical director. 


University News.—At the annual meeting of the 
Hahnemann Medical College and Hospital’s board 
of trustees May 27 Dr. Charles S$. Cameron, dean, 
and Mr. Charles S. Paxson Jr., the hospital’s ad- 
ministrator, were elected vice-presidents of the 
11l-year old Philadelphia institution ——Honorary 
degrees were presented at Hahnemann Medical Col- 
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lege June 12 to Dr. Jonas E. Salk, Commonwealth 
Professor of Preventive Medicine, University of 
Pittsburgh; Dr. Stanhope Bayne-Jones, chairman, 
Secretary's Consultants on Medical Research and 
Education, U. $. Department of Health, Education 
and Welfare; and to Detlev W. Bronk, Ph.D., presi- 
dent, Rockefeller Institute for Medical Research. 
Dr. Bronk delivered the main address during the 
graduation program. 


RHODE ISLAND 

Symposium on Athletic Injuries.—The University of 
Rhode Island will present a symposium on the 
prevention and treatment of athletic injuries on 
Aug. 17-18 in Kingston. The symposium will include 
lectures, panel discussions, and demonstrations, 
with opportunities for questions and answers and 
participant discussion. Panel topics are Abdominal, 
Genitourinary, and Thoracic Injuries, and Condi- 
tioning the Player. The university will issue a 
certificate to all registrants who complete the sym- 
posium. Fee for the program is $25. For information 
and registration, write the University of Rhode 
Island, Department of Physical Education & Ath- 
letics, Kingston, R. I. 


TEXAS 


Symposium on Problems in Surgery and Medicine. 

—On Sept. 19, a symposium, “Current Problems in 

Surgery and Medicine,” will be co-sponsored by the 

Fifth District Chapter of Texas of the American 

College of Surgeons, the Tenth District Medical 

Society of Texas, and the Beaumont Academy of 

.Medicine. The meeting will be held at the Hotel 

Beaumont, in Beaumont. The following papers and 

speakers are scheduled: 

Medical Evaluation of the Preoperative Surgical Patient, Dr. 
Michael J. Lepore, New York City. 

Hysterectomy—When and Why, Dr. M. Edward Davis, 
Chicago. 

Management of Severe Trauma of the Chest, Dr. Thomas 
H. Burford, St. Louis. 

Five Year Follow-up of Extended Radical Mastectomy, Dr. 
Jerome A. Urban, New York City. 

Peripheral Endarterectomy, Dr. Jack A, Cannon, Los An- 
zeles. 

Office Proctology, Dr. Robert Turell, New York City. 


A program of ladies activities is planned. There is 
no fee for the meeting. For information write Dr. 
Bedford F. Pace, 555 Tenth St., Beaumont, Texas. 


UTAH 

New Headquarters for State Association.—Execu- 
tive offices of the Utah State Medical Association 
and Salt Lake County Medical Society are occupy- 
ing a newly remodeled and enlarged headquarters 
building at 42 S. 5th East. Work started last spring 
included an extension of the two-story structure, 
with a new facing of Park City sandstone and a 
complete revamping of the interior to provide more 
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attractive and commodious quarters. A new feature 
on the first floor is an enlarged meeting room, with 
a movable partition and facilities for projecting 
slides or motion pictures. The second floor includes 
a new board room office for Mr. Harold Bowman, 
executive secretary, and other employees. Interior 
walls have been refinished with walnut paneling, 
and the structure has been refurnished and car- 
peted. A new heating and air-conditioning system 
was installed. Additional parking space in the rear 
has been installed. 


VERMONT 

Symposium on Catecholamines.—A symposium, 
“The Catecholamines in Cardiovascular Pathology,” 
will be held at the University of Vermont College 
of Medicine, Burlington, Aug. 23-26. This sym- 
posium will be subdivided into three sections: (1) 
pathogenic mechanisms, (2) prophylactic possibili- 
ties, (3) rationale of therapeutic procedures. Both 
fundamental phenomena at the cellular level and 
clinical implications will be discussed to correlate 
basic and clinical points of view. Inquiries should 
be directed to Dr. Wilhelm Raab, Professor of 
Experimental Medicine, University of Vermont 
College of Medicine, Burlington, Vt. 


VIRGINIA 

Appoint Department Chairmen.—Administrative ap- 
pointments at the Medical College of Virginia, 
Richmond, were announced by Dr. William F. Ma- 
loney, dean. These include professor and chairman 
of the department of medicine, Dr. William T. 
Thompson Jr., formerly chief of medicine at Mc- 
Guire Veterans Administration Hospital, Richmond; 
professor and chairman of the department of pa- 
thology, Dr. George Margolis, formerly professor of 
pathology at Duke University School of Medicine, 
Durham, N. C.; professor and chairman of the de- 
partment of psychiatry, Dr. Robert A. Senescu, for- 
merly assistant clinical professor of psychiatry at 
Columbia University College of Physicians and 
Surgeons, New York City. 


WEST VIRGINIA 
State Convention in White Sulphur Springs.—The 
92nd annual meeting of the West Virginia State 
Medical Association will be held at the Greenbrier, 
White Sulphur Springs, Aug. 20-22. The presiden- 
tial address will be given by Dr. George F. Evans, 
Clarksburg. Governor Cecil H. Underwood will 
address the first general session the morning of 
Aug. 20, and Dr. Louis M. Orr, president, American 
Medical Association will be the guest speaker be- 
fore the second session of the House of Delegates 
Aug. 22. Papers to be presented at the general 
sessions are as follows: 
The Physician’s Responsibility in the Prevention of Auto- 
mobile Crash Injuries and Deaths, Dr. Fletcher D, Wood- 
ward, Charlottesville. 
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Abdominal Trauma with Emphasis on Automobile Injuries, 
Dr. Frederick E. Kredel, Charleston, S. C. 

Injury in Sports, Dr. Owen B. Murphy, Lexington, Ky. 

The Hyperventilation Syndrome, Dr. William A, Sodeman, 
dean, Jefferson Medical College, Philadelphia. 

Must Time Take Its Toll, Dr. Theodore G. Klumpp, New 
York City. 

The Clinical Diagnosis of Common Viral Diseases, Dr. Fred 
R. McCrumb Jr., Baltimore. 

Habitual Abortion, Dr. Carl T. Javert, New York City. 

Accidental Poisoning in Children, Dr. Julian P. Price, Flor- 
ence, S. C., Vice-Chairman, A. M. A. Board of Trustees. 

Radiation Hazards in Diagnostic Roentgenology, Dr. Harold 
S. Pettit, Charleston, S. C. 


Tournaments for golf and trap and skeet shooting 
are planned. Motion picture sessions and technical 
and scientific exhibits are arranged. A program of 
entertainment is scheduled. For information write 
Mr. Charles Lively, 401 Atlas Building, Charleston, 
W. Va., executive secretary. 


GENERAL 

New Journal on Research of Sex.—The Society for 
the Scientific Study of Sex will publish a new 
journal, The Journal of Sexual Research. The first 
issue will appear early in 1960. The journal is to 
include original articles, reviews of the literature, 
book reviews, and abstracts covering the range of 
all the learned disciplines pertinent to the study of 
sex. Papers should be submitted to Hugo G. Beigel, 
Ph.D., 138 E. 94th St., New York 28. 


Psychoanalytic Meeting in New York City.—The 
semiannual fall meeting of the American Psycho- 
analytic Association will be held at the Hotel Bilt- 
more, New York City, Dec. 4-6. The program will 
feature about 25 scientific papers and four major 
panel symposiums on psychoanalytic aspects of 
medical practice. For information and reservations, 
write to the Executive Secretary, 36 W. 44th St., 
New York 36. 


Call for Psychosomatic Papers.—Tne American 
Psychosomatic Society will hold its 17th annual 
meeting at the Sheraton—Mt. Royal Hotel in Mont- 
real, Canada, on Saturday and Sunday, March 26- 
27, 1960. The program committee would like to 
receive titles and abstracts of papers for considera- 
tion for the program no later than Dec. 1. The time 
allotted for presentation of each paper will be 10 
or 20 minutes. Abstracts, of two or three pages, in 
nine copies, should be submitted for the program 
committee’s consideration, to the Chairman, Dr. 
Eric D. Wittkower, at 265 Nassau Road, Roose- 
velt, N. Y. 


Meeting of Anesthesiologists.—-The New England 
Society of Anesthesiologists will hold its second 
annual conference Sept. 17-19 at the Equinox 
House, Manchester-in-the-Mountains, Vt., under 
the theme, “Agents and Techniques.” The following 
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speakers will each present two papers: Dr. Paul R. 
Dumke, Detroit; Dr. Louis R. Orkin, New York 
City; Dr. Richard G. B. Gilbert, Montreal, Canada; 
Dr. William S$. Howland, New York City; and Dr. 
Harold R. Griffith, Montreal, Canada. The annual 
golf tournament will be held the afternoon of Sept. 
18, and the annual banquet, the evening of Sept. 
19. For information write the New England Society 
of Anesthesiologists, P.O. Box 81, Kenmore Station, 
Boston 15. 


Radiological Meeting in Denver.—The 21st mid- 
summer radiological conference of the Rocky 
Mountain Radiological Society will be held Aug. 
20-22 at the Hotel Shirley-Savoy, Denver. Dr. 
George A. Unfug, Pueblo, Colo., president of the 
society, will present an address at the opening ses- 
sion. The program includes the following guest 
speakers: Dr. Eugene P. Pendergrass, Philadelphia; 
Dr. Philip J. Hodes, Philadelphia; Dr. Owings W. 
Kincaid, Rochester, Minn.; Dr. Franz J. Buschke, 
San Francisco; and Dr. Magnus I. Smedal, Boston. 
At the banquet Aug. 21, 7:00 p.m., Dr. Hodes will 
present “Medical Meddlers; What Price Insecurity.” 
Scientific and technical exhibits are scheduled, and 
a program of ladies’ entertainment is arranged. 
There is no registration fee. For information write 
Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, 
Secretary-Treasurer. 


Society News.—The officers of the American Gastro- 
enterological Association are: president, Dr. H. 
Marvin Pollard, Ann Arbor, Mich.; president-elect, 
Dr. Hugh R. Butt, Rochester, Minn.; vice-president, 
Dr. Franz J. Ingelfinger, Boston; treasurer, Dr. 
George G. McHardy, New Orleans; and secretary, 
Dr. Wade Volwiler, Department of Medicine, Uni- 
versity of Washington, Seattle 5, Wash. The annual 
meeting is scheduled for March 31-April 2, 1960, at 
the Roosevelt Hotel, New Orleans.——The following 
officers of the Mid-Central States Orthopaedic So- 
ciety were elected in April to serve for the ensuing 
year: president, Dr. Harvey O. Anderson, Wichita; 
vice-president, Dr. Daniel L. Yancey, Springfield, 
Mo.;  secretary-treasurer, Dr. Henry O. Marsh, 
Wichita; and members at large, Drs. Oscar P. 
Hampton Jr., St. Louis, and Dr. James E. Pollard, 
Pueblo, Colo.——Officers of the Western Association 
of Physicians are: president, Dr. David A. Rytand, 
San Francisco; vice-president, Dr. Paul Starr, Los 
Angeles, and secretary-treasurer, Dr. Wade Vol- 
wiler, Seattle. 


Congress on Physical Medicine.—The 37th annual 
meeting of the American Congress of Physical Medi- 
cine and Rehabilitation will be held Aug. 30-Sept. 
4, in Minneapolis. The American Academy of 
Physical Medicine and Rehabilitation will meet at 
the same time in a two-day seminar sponsored by 


MEDICAL NEWS 


135/1823 


the American Rehabilitation Foundation, a division 
of the Sister Elizabeth Kenny Foundation. Slated 
for discussion at the latter meeting are three basic 
subjects, including the hand and upper extremity, 
rehabilitation in speech and language, and basic 
research in the collagenoses. Five main sessions and 
scientific and technical exhibits will feature the 
five-day conference by the American Congress of 
Physical Medicine and Rehabilitation during the 
same period. Scientific films will deal with the man- 
agement of muscular dystrophy, vocational status 
following chemopallidectomy for Parkinson’s dis- 
ease, and rehabilitation of the bilateral upper ex- 
tremity amputee. Dr. Arthur C. Jones, Portland, 
Ore., is president of the American congress. He will 
address the assembly Sept. 2. The John Stanley 
Coulter lecture will be delivered by Dr. Robert L. 
Bennett, Warm Springs, Ga. Dr. Louis B. Newman, 
Chicago, is president of the American Academy of 
Physical Medicine and will be succeeded by presi- 
dent-elect Clarence W. Dail, Los Angeles. The 
congress is planning its third international session on 
physical medicine, to be held in Washington, D. C., 
the week of Aug. 21, 1960. 


Infant Mortality.—The long-term downward trend 
in infant mortality has come to a halt, it is reported 
by statisticians of the Metropolitan Life Insurance 
Company. There were about 113,000 deaths among 
babies under one year of age in 1958, equivalent 
to a rate of 26.9 per 1,000 live births. This compares 
with the rate of 26.4 per 1,000 in 1957 and the all- 
time low of 26.1 in 1956 reported by the National 
Office of Vital Statistics. The record of the last two 
years is in contrast with that of the decade between 
1945-1946 and 1955-1956, the statisticians point out. 
During that period every state, without exception, 
succeeded in reducing its infant mortality rate. In 
31 states and the District of Columbia, the decrease 
amounted to 25% or more. New Mexico's infant 
mortality rate fell 56%, and Maine and West Vir- 
ginia each recorded a reduction of over 40%. All of 
the major causes of infant mortality, except post- 
natal asphyxia, showed a decline during the decade 
ending in 1955-1956. The death rate from the 
gastrointestinal diseases dropped more than 60%, 
For whooping cough, the decline was about 75%. 
Other communicable diseases of childhood—mea- 
sles, scarlet fever, and diphtheria—have been re- 
duced “to vanishing proportions as causes of death 
in infancy.” The improvement in mortality has been 
greater in later infancy, the statisticians report. For 
infants beyond one month of age, the death rate 
fell 40% between 1945-1946 and 1955-1956. For 
babies under 4 weeks of age, the decline was little 
more than 20%. For infants under one day of age, 
the death rate fell only 12%. Currently nearly two- 
fifths of all infant deaths occur in the first day of 
life; 10 years earlier the proportion was one-third. 
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Prevalence of Poliomyelitis.—According to the Na- 
tional Otfice of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 


the weeks ended as indicated: 
July 11, 1959 
July 12, 
Paralytic Total 1958 
Area Type Cases Total 
New England States 
Vermont 
Massachusetts 
Rhode Island 
Connecticut 
Middle Atlantic States 
New York 
New Jersey 
Pennsylvania 
East North Central States 
Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 
West North Central States 
Minnesota 
lowa 
Missouri .. 
North Dako 
South Dakota . 
Nebraska 
Kansas 
South Atlantic States 
Delaware 
Maryland 
District of Columbia 
Virginia 
West Virginia 
North Carolina 
South Carolina 
Georgia 
Florida 
East South Central States 
Kentucky 
‘Tennessee 
Alabama 
Mississippi 
West South Central States 
Arkansas 
Louisiana 
Oklahoma 
‘Texas 
Mountain Stites 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 
Nevada 
Pacific States 
Washington 
Oregon 
California 
Alaska 
Hawaii 


Puerto Rico 
179 108 


Greeting Cards Aid Children.—Special modern 
greeting cards, UNICEF Greeting Cards, are pub- 
lished by the United Nations Children’s Fund to 
“bring happiness, in the form of improved health 
and a better chance for survival, to countless needy 
children in underdeveloped areas of the world.” In 
1946 a 7-year-old girl was so grateful for the emer- 
gency aid she and her fellow school children had 
received from UNICEF that she tried to express 
their feelings by sketching a picture on a piece of 
glass. It was her effort which was to become the 
first UNICEF card. In 1949, 130,000 cards were 
purchased by friends of the Children’s Fund in the 
United States. Last year, over 10,500,000 cards were 
sold in more than 70 countries and territories, half of 
them in the U, S. A. The profits from a single box of 
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10 cards priced at $1.25 can provide 45 children 
with a glass of milk every day for a week. Orig- 
inally formed to supply emergency foods, mostly 
milk, to the children of war-torn Europe and 
Palestine, UNICEF is entirely devoted to the wel- 
fare of children and mothers. UNICEF is currently 
aiding more than 100 countries and territories in 
medical and nutrition programs, designed to be- 
come a permanent part of each country’s health 
service. Each aided country matches the value of 
UNICEF supplies on an average ratio of more than 
$2 for each dollar of UNICEF aid. So far, with 
UNICEF’s help, more than 103 million children re- 
portedly have been vaccinated against tuberculosis; 
over 21 million persons, more than half of them 
mothers and children, have been cured of yaws; up 
to 1959, 3.9 million children reportedly had been 
saved from blindness. Each year, artists have 
donated their works to be reproduced as UNICEF 
Greeting Cards. This year they include Joan Miro, 
Dong Kingman, Jozef Domjan, Bettina, Doris Lee, 
and Kay Christensen. A descriptive brochure can 
be had by writing to the U. S$. Committee for 
UNICEF, Greeting Cards, United Nations, N. Y. 


Poliomyelitis Conference.—Sponsored jointly by the 
Pan American Health Organization and the World 
Health Organization, with the financial assistance 
of the Sister Kenny Foundation of Minneapolis, the 
International Conference on Live Poliovirus Vac- 
cines in Washington, D. C., ended its sessions in 
June. Although the conference strongly urged con- 
tinued use of the inactivated (Salk) vaccine, the 
members believe that there is a place for a vaccine 
that may be of lower cost, simpler to use, and po- 
tentially capable of having a greater protective 
effect on a community basis, specifically a vaccine 
that can be administered orally. It was recognized, 
however, that the use of a product that spreads 
beyond those originally vaccinated represents a 
radical departure from present practices. 

More than 20 field studies were reported from 15 
countries. Most of these were carried out in a 
highly susceptible population that had not been 
given the Salk vaccine. These studies yielded differ- 
ent results in different environments. For instance, 
in some studies the number of children who lacked 
antibodies and to whom the live vaccine had been 
administered, it was reported as being only 50 to 
60% effective, whereas in others it was 90 to 100% 
effective. The degree of spread of infection to 
contacts of those vaccinated varied in different 
situations, but in families and in closed institutions 
spread was common. It has not been possible to 
follow clearly the natural spread of attentuated 
poliovirus after its first or second passage. 

Studies of great magnitude involving administra- 
tion of vaccine on a community-wide basis to hun- 
dreds of thousands of persons have been reported 
from Africa, Asia, Europe, Latin America, and the 
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USSR. Smaller, and therefore, more carefully con- 
trollable studies, have been reported from Europe 
and the United States. No evidence has been ad- 
duced that use of any of the vaccines has been 
followed by either paralysis or ill-defined illnesses 
in either group greater in number than have been 
observed in a control group or in the community 
at large among nonvaccinated persons. In most of 
the studies there have been no attempts to assess 
effectiveness other than by increase in antibodies. 
In a few instances, however, it has been claimed 
that use of the vaccine has been followed by low 
attack rates, either in those vaccinated or in the 
community, which are consistent with those that 
might be expected as a sequel to use of an effective 
vaccine. 


CANADA 

Duke of Edinburgh Installed.—Gowned in the robes 
of Chancellor of Edinburgh University, H.R.H. The 
Prince Philip, Duke of Edinburgh, following his 


installation as president of the Canadian Medical 
Association, is shown with representatives from 
other medical associations. Left to right: Sir Arthur 
Thomson, Birmingham, England, President, British 
Medical Association; H.R.H.; Dr. Louis M. Orr, 
Orlando, Fla., President, American Medical Asso- 
ciation; Dr. R. Lemieux, Quebec City, P. Q., Presi- 
dent-Elect, World Medical Association; and Dr. 
Emile Blain, Directeur-Général, L’Association des 
Médecins de Langue Francaise du Canada, Mont- 
real, P. Q. The installation ceremonies took place 
at the Royal York Hotel, Toronto, and marked the 
92nd annual general meeting of the Canadian 
Medical Association on June 30. 


LATIN AMERICA 

Society of Medical Education in Argentina.—The 
Argentine Society of Medical Education has been 
formed for the study of problems in medical educa- 
tion, with special and immediate emphasis on 
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(1) the establishment of postgraduate residency 
systems in federal, municipal, and private hospitals; 
(2) modernization of the hospital system; (3) crea- 
tion of specialty accreditation and recognition in 
the various medical fields, i. e., Argentine boards 
of internal medicine, boards of surgery, etc.; (4) 
collaboration with medical, scientific, and educa- 
tional organizations with similar objectives. All 
correspondence should be directed to Dr. Jorge 
Manrique, Secretary, Cuemes 2926, Buenos Aires, 
Argentina. 


FOREIGN 
Pediatric Meeting in Budapest.—The Hungarian 
Pediatric Association will hold its biannual meeting 
on Nov. 26-29 in Budapest. Subjects will include: 
(1) Staphylococcus Infections, (2) X-Ray Injuries 
in Childhood, and (3) Hematological Diseases in 
Childhood. For particulars apply to Dr. Emil Lit- 
vay, Secretary General Péterfy Sander utca 12, 
Budapest. 
Congress of Gastroenterology.—The 
sixth meeting of the Association of 
the National European and Mediter- 
ranean Societies of Gastroenterology, 
organized by the Association of 
Dutch Gastroenterologists, will be 
be held in Leiden, the Netherlands, 
April 20-24, 1960. The main themes 
of the conference will be (1) pathol- 
ogy of the small intestine and (2) 
hepatitis, cirrhosis hepatitis, and 
their possible connection. Panel dis- 
cussions, lectures and film shows will 
be arranged in connection with these 
themes and related subjects. Scien- 
tific and technical-commercial ex- 
hibits also will be organized. Original 
reports, either clinical or in the field 
of the basic sciences, are invited for submission and 
will be accepted for panel discussion or publication 
if approved by the scientific program committee. 
Titles for papers, together with a summary of not 
more than 200 words, should be sent not later than 
Aug. 1 to Dr. B. K. Boom, Congress Office, Depart- 
ment of Gastroenterology, University Hospital, 
Leiden, the Netherlands. The official language is 
English. Working languages will be English, French, 
German, and Spanish (with simultaneous transla- 
tion). Registration fees (including an official recep- 
tion, a banquet, and an excursion) are: Full mem- 
bers, U. S. $45; accompanying family members U. S. 
$20. After Nov. 1, the registration fee for full mem- 
bers will be U. S. $55. For information and 
registration forms, apply to the Congress Odiice, 
Sixth Meeting of the Association of the National 
European and Mediterranean Societies of Gastro- 
enterology, Department of Gastroenterology, Uni- 
versity Hospital, Leiden, the Netherlands. 
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CORRECTION 

Football Coach.—_Don H. O'Donoghue, M.D., was 
incorrectly identified in the summary report on the 
Scientific Assembly of the recent A. M. A. conven- 
tion (THe JouRNAL, July 4, p. 1193) as coach of the 
University of Oklahoma football team. Dr. O’Don- 
oghue, an orthopedic surgeon, services the Okla- 
homa “Sooners” through his clinic in Oklahoma 
City. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Various Centers: 
Part I only, Sept. 9-10. Examinations must be received at 
least six weeks in advance of a specific examination date. 
Examining centers established after close of registration. 
Exec. Sec., Dr. John P. Hubbard, 133 South 36th St., 
Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC, 


Educational Council for Foreign Medical Graduates: Sta- 
tions around the world, Sept. 22. Final date for filing ap- 
plications was June 22. Succeeding examinations—March 
16, 1960 and Sept. 21, 1960, Exec. Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Ill. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 21-23, 1960. 
Sec., Dr. D. G. Gill, State Office Bldg., Montgomery. 
AvasKa:* On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Arnizona:® Examination. Phoenix, Oct. 14-16. Reciprocity. 
Phoenix, Oct. 17. Ex. Sec., Mr. Robert Carpenter, 826 

Security Bldg., Phoenix. 

Arxansas:* Examination and Reciprocity. Little Rock, Nov. 
5-6. Sec., Dr. Joe Verser, Harrisburg. 

Cauirornia: Written. Los Angeles, Aug. 17-20; Sacramento, 
October 19-22. Oral. Los Angeles, August 15; San Fran- 
cisco, November 14. Oral and Clinical. Los Angeles, Au- 
gust 16; San Francisco, Nov. 15. Sec., Dr. Louis E. Jones, 
Room 536, 1020 N Street, Sacramento. 

Connectricut:* Homepathic. Examination. Derby, Sept. 8. 
Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

District or Examination. Washington, Dec. 
14-15. Reciprocity. Washington, Sept. 14. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing- 
ton 6. 

FLorma:® Examination, Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Georcia: Examination and Reciprocity, Atlanta, Oct. 13. 
Sec., Mr. Cecil L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Jr. F. L. Conklin, Agana. 

INDIANA: Examination. Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas:® Examination and Reciprocity. Kansas City, Jan- 
uary 1960. Sec., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Louistana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 


EXAMINATIONS AND LICENSURE 


J.A.M.A., Aug. 8, 1959 


MaryLanpD: Examination. Baltimore, Dec. 8-11, Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
Massacuusetts: Examination and Endorsement. Boston, 
July 14-17. Sec., Dr. David W. Wallwork, Room 37, 

State House, Boston 33. 

Montana: Examination and Reciprocity. Helena, Oct. 6. Sec., 
Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

NesrasKA:* Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 
Bldg., Lincoln 9. 

Nevapa:* Examination and Reciprocity. Reno, Sept. 8. 
Sec., Dr. G. H. Ross, 112 North Curry St., Carson City. 

New Hampsuire: Examination and Reciprocity. Concord, 
Sept. 9-12. Sec., Dr. Edward W. Colby, 107 State House, 
Concord. 

New Jersey: Examination. Trenton, Oct. 20-23, Reciprocity. 
Monthly, Sec., Dr. Royal A. Schaaf, 28 West State St., 
Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

Ono: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Aug. 26 and Oct. 5. Sec., Dr. H. M. Platter, 
21 W. Broad St., Columbus 15. 

Puerto Rico: Examination. San Juan, Sept. 8. Sec., Dr. 
Joaquin Mercado Cruz, Box 9156, Santurce. 

Souta Daxora:* Examination. Sioux Falls, Aug. 25-26. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

TENNESSEE:* Examination. Memphis, Sept. 23-24. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas:* Examination. Fort Worth, Dec. 3-5. Reciprocity. 
Houston, Aug. 29-31. Sec., Dr. M. H. Crabb, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 

Wyominc: Examination and Reciprocity. Cheyenne, Oct. 5. 
Sec., Dr. James W. Sampson, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Avaska: Examination and Reciprocity. Juneau, November. 
Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau. 

Arizona: Examination, Tucson, Sept. 15. Sec., Mr. Herman 
E. Bateman, University of Arizona, Tucson. 

Co.orapo: Examination. Denver, Sept. 2-3. Reciprocity. 
Denver, Sept. 4. Sec., Dr. Esther B. Starks, 1459 Ogden 
St., Denver 18. 

Connecticut: Examination, New Haven, Oct. 10. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

District or Cotumsia: Examination. Washington, Nov. 
23-24. Reciprocity. Washington, Sept. 14. Deputy Direc- 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing- 
ton 6. 

Kansas: Examination. Pittsburg, Nov. 6-7. Sec., Dr. Leon 
C. Heckert, Kansas State College, Pittsburg. 

Micuican: Examination. Ann Arbor and Detroit, Oct. 9-10. 
Sec., Mrs. Anne Baker, West Michigan Ave., 116 Stevens 
T. Mason Bldg., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis. 

OKLaHoMa: Examination. Oklahoma City, Sept. 25-26. Exec. 
Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

Sourn Dakota: Examination. Vermillion, Dec. 4-5. Dr. 
Gregg M. Evans, 310 East 15th St., Yankton. 

Texas: Examination. Austin, Oct. 12-13. Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. 11 and Milwaukee, 
Dec. 5, Sec., Mr. Wm. H. Barber, 621 Ranson St., Mil- 
waukee. 


*Basic Science Certificate required. 
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DEATHS 


Appell, Paul Harry ® Bristol, Conn.; University 
and Bellevue Hospital Medical College, New York 


City, 1923; associated with Bristol Hospital, where ~ 


he served as secretary-treasurer, vice-president, and 
president of the medical staff, and chief of the 
pediatric service; died in Farmington May 20, 
aged 59. 


Bergstein, David ® New York City; Medizinische 
Fakultaét der Universitit, Vienna, Austria, 1920; 
member of the American Academy of General Prac- 
tice; died while vacationing in Miami Beach, Fla., 
March 31, aged 64. 


Bittner, Linus Herman ® Glendale, Calif.; Univer- 
sity of Oregon Medical School, Portland, 1919; 
veteran of World War I; formerly a Methodist 
missionary in Indonesia; served on the staff of the 
Memorial Hospital of Glendale; died in Acton May 
23, aged 69. 


Bowman, Lang Fulton ® Wichita, Kan.; Rush Med- 
ical College, Chicago, 1915; served as county 
coroner; veteran of World War I; died in the Vet- 
erans Administration Center May 23, aged 74. 


Bridenbaugh, Charles Sumner ® Emlenton, Pa.; 


Medical Department of the Western University of 
Pennsylvania, Pittsburgh, 1903; past-president of 
the Venango County Medical Society; served as 
school physician and for many years on the school 
board; for many years physician for the Selective 
Service Board; associated with the Franklin (Pa.) 
Hospital, where he died May 22, aged 79. 


Bulkley, Kenneth ® St. Paul, Minn.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1909; service with the Veterans Admin- 
istration terminated Feb. 19, 1959; died in Glen- 
dale April 16, aged 74. 


Caplan, Isidor, New York City; Cornell University 
Medical College, New York City, 1909; died April 
13, aged 71. 


Carpenter, William Bowers, Sunbury, Ohio; Starling 
Medical College, Columbus, 1903; died May 23, 
aged 88. 


Christen, Theodore Alphonse, Cincinnati; Univer- 
sitat Bern Medizinische Fakultat, Switzerland, 1894; 
served as French vice-consul for the Cincinnati 
area; died May 23, aged 91. 


Codington, Herbert Augustus ® Wilmington, N. C.; 
University of Maryland School of Medicine, Balti- 
more, 1911; also a graduate in pharmacy; veteran of 


@ Indicates Member of the American Medical Association. 


World War I; associated with the Community and 
James Walker Memorial hospitals; died May 21, 
aged 72. 


Cohen, Manley Benjamin ® E] Paso, Texas; Laval 
University Faculty of Medicine, Quebec, Que., 
Canada, 1942; interned at the Massachusetts Me- 
morial Hospitals in Boston, where he served a 
residency; served a residency at the Charlotte Hun- 
gerford Hospital in Torrington, Conn.; fellow of 
the American College of Chest Physicians; member 
of the American Trudeau Society; veteran of World 
War II; chief of the medical staff at Providence 
Memorial Hospital, where he died May 24, aged 44. 


Collins, Clarence Bythell, North East, Md.; Univer- 
sity of Maryland School of Medicine, Baltimore, 
1909; died in Elkton May 29, aged 75. 


Cone, William Vernon, Montreal, Que., Canada; 
born in Conesville, lowa, May 7, 1897; State Uni- 
versity of Iowa College of Medicine, lowa City, 
1922; professor of neurosurgery at the McGill Uni- 
versity Faculty of Medicine, where he joined the 
faculty in 1929; lecturer in neuropathology at his 
alma mater from 1922 to 1924; from 1926 to 1928 
instructor of surgery at Columbia University Col- 
lege of Physicians and Surgeons in New York City; 
specialist certified by the American Board of Neuro- 
logical Surgery; member of the American Associa- 
tion for the Study of Trauma, Canadian Medical 
Association, Harvey Cushing Society, American 
Neurological Association, American Academy of 
Neurology, and the Association for Research in 
Nervous and Mental Diseases; served overseas 
during World War II and helped organize the 
No. 1 Neurological Hospital, of which he was 
appointed chief neurosurgeon with the rank of 
lieutenant colonel; neurologist and neurosurgeon- 
in-chief, Royal Victoria Hospital; chief of neuro- 
surgery service at the Montreal Neurological In- 


stitute, where he died in his office May 4, aged 61. 


Craig, Frank Ardary ® Philadelphia; born in Phil- 
adelphia Sept. 28, 1876; University of Pennsylvania 
Department of Medicine, Philadelphia, 1898; emer- 
itus professor of clinical medicine at his alma mater 
and emeritus professor of medicine at the Univer- 
sity of Pennsylvania Graduate School of Medicine; 
veteran of World War I; member of the American 
Trudeau Society and the American Clinical and 
Climatological Association; a charter member of the 
National Tuberculosis Association; last December 
received the annual award of the Philadelphia Tu- 
berculosis and Health Association “for a life time 
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of outstanding work in tuberculosis control”; first 
president of the Pennsylvania Trudeau Society and 
the William B. Lake Foundation; associated with 
the Phipps Institute of the University of Pennsyl- 
vania, where he served as clinical director; served 
as president and medical director of the White 
Haven (Pa.) Sanatorium; for many years a mem- 
ber of the visiting staff of the Philadelphia General 
Hospital, tuberculosis division, and a member of 
the executive committee of the medical board; con- 
sultant in tuberculosis at the Presbyterian Hospital 
and the Philadelphia General Hospital; author of 
“Diseases of Middle Life”; died in the Presbyterian 
Hospital May 11, aged 82. 


Crowley, Daniel Francis ® Des Moines, lowa; 
Creighton University School of Medicine, Omaha, 
1906; associated with Iowa Lutheran Hospital, 
Iowa Methodist Hospital, and the Mercy Hospital, 
where he was once chief of staff, and where he 
died May 21, aged 81. 


Cummings, Frank A. @ Providence, R. 1.; Tufts 
College Medical School, Boston, 1912; on the cour- 
tesy staff of the Rhode Island Hospital, where he 
was on the active staff from 1919 to 1942; died 
May 6, aged 75. 


Cunningham, Eric Alton ® Louisiana, Mo.; Wash- 
ington University School of Medicine, St. Louis, 
1926; served as president of the Pike County Medi- 
cal Society; fellow of the American College of 
Surgeons; veteran of World War I; chief of staff, 
Pike County Hospital; member of the board of 
directors of the Bank of Louisiana; died May 6, 
aged 60. 

Davis, Virgil Allen, New York City; University 
Medical College of Kansas City, Mo., 1910; died 
May 22, aged 78. 


Dawson, Robert Lee, Bee Branch, Ark. (licensed 
in Arkansas in 1903); past-president of the Faulkner 
County Medical Society; died in Little Rock May 
22, aged 79. 

Dickey, James Lee, Taylor, Texas; Meharry Medical 
College, Nashville, Tenn., 1921; honored by the 
city of Taylor as its outstanding citizen of 1952; 
an engraved plaque given by four local civic clubs 
went to him; he was especially honored for the 
good work he had done toward eradicating typhoid 
fever, tuberculosis, and infant diarrhea among Ne- 
groes; died May 18, aged 65. 


Dugdale, Allison Harold, Rutherford, N. J.; Colum- 
bia University College of Physicians and Surgeons, 
New York City, 1913; died in New York City April 
3, aged 71. 


Dyer, Curtis William, Augusta, Maine; Medical 
School of Maine, Portland, 1918; member of the 
staff of the Augusta General Hospital; died May 19, 
aged 65. 


DEATHS 
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Ellenberger, Joseph Mark ® Norristown, Pa.; 
Hahnemann Medical College and Hospital of Phil- 
adelphia, 1912; died in the Montgomery Hospital 
May 5, aged 76. 


Erskine, Gordon McClure ®Tucson, Ariz.; Univer- 
sity of Minnesota Medical School, Minneapolis, 
1938; practiced in Grand Rapids, Minn.; died in the 
Tucson Medical Center May 19, aged 59. 


Fehland, Harold Roland ® Wausau, Wis.; Uni- 
versity of Minnesota Medical School, Minneapolis, 
1925; specialist certified by the American Board of 
Surgery; fellow of the American College of Sur- 
geons; a vice-regent of the International College of 
Surgeons; served as chief of the surgical service, 
St. Mary's Hospital; died in Tomahawk May 6, 
aged 59. 


Ferguson, Georgium Hill, Los Angeles; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1890; died May 5, aged 92. 


Fipphen, Earl Edward, Worcester, Mass.; Harvard 
Medical School, Boston, 1922; fellow of the Ameri- 
can College of Surgeons; on the staff of the Worces- 
ter City Hospital, where he died May 10, aged 60. 


Flynn, Eugene ® Pierre, S. D.; University of Ar- 
kansas School of Medicine, Little Rock, 1933; veter- 
an of World War II; died in St. Mary’s Hospital 
May 2, aged 54. 


Fountain, John Horace ® Captain, U. S. Army, re- 
tired, Seattle; born in Washington, D. C., Feb. 16, 
1905; Georgetown University School of Medicine, 
Washington, D. C., 1929; U. S. Army Medical 
School, 1931; director of the division of tuberculo- 
sis control, Seattle-King County Department of 
Public Health; director of the tuberculosis division, 
Colorado State Health Department, 1938-1939; 
served with the California State Department of 
Health; entered the regular Army in 1930 and re- 
tired Sept. 30, 1935; worked for the Washington 
State Health Department until 1944, when he was 
named superintendent and medical director of the 
Morningside Tuberculosis Hospital, remaining 
there until 1946; specialist certified by the Ameri- 
can Board of Preventive Medicine; member of the 
American Trudeau Society and the American Pub- 
lic Health Association; clinical instructor in public 
health and preventive medicine, University of 
Washington School of Medicine; died May l, 
aged 54. 


French, Joel Erle, Memphis, Tenn.; Memphis 
(Tenn.) Hospital Medical College, 1908; on the 
staff of Baptist Memorial Hospital; died May 4, 
aged 81. 

Fuerth, Arthur Laurence ® Cape Girardeau, Mo.; 


St. Louis University School of Medicine, 1916; fel- 
low of the American College of Surgeons; veteran 
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of World War I; at one time associated with the 
St. Louis City Hospital; associated with St. Francis 
Hospital, where he died May 2, aged 66. 


Gittinger, William Carl ® Brooklyn; born in New 
York City June 24, 1926; New York Medical Col- 
lege, Flower and Fifth Avenue Hospitals, New 
York City, 1949; member of the New York Heart 
Association and the American Geriatrics Society; 
certified by the National Board of Medical Exam- 
iners; served as instructor in physiology, bacteriol- 
ogy, and medicine, assistant to the dean, New 
York Medical College, Flower and Fifth Avenue 
Hospitals, and instructor in medicine at the Yale 
University School of Medicine, in New Haven, 
Conn.; veteran of World War II; served as indus- 
trial medical officer at Boston Naval shipyard dur- 
ing the Korean War; medical director of Pfizer 
Laboratories division, Charles Pfizer & Company, 
Inc., New York City; died in Chase, Baltimore 
County, Md., May 12, aged 32. 


Godbey, John Campbell Jr. ® Morenci, Ariz.; 
Southwestern Medical School of the University of 
Texas, Dallas, 1944; veteran of World War II; in- 
terned at Baylor University Hospital in Dallas, 
Texas, where he served a residency; formerly asso- 
ciated with the Johns Hospital in Taylor, Texas; 
on the staff of the Morenci Hospital; died May 7, 
aged 44. 


Gosling, John Anthony ® Tiffin, Ohio; Rush Medi- 
cal College, Chicago, 1901; veteran of World War 
I; for many years city health commissioner; surgeon 
for the New York Central Railway; on the staff of 
the Mercy Hospital, where he died May 8, aged 85. 


Hampton, Henry Hunton @ Chattanooga, Tenn.; 
Johns Hopkins University School of Medicine, Bal- 
timore, 1914; fellow of the American College of 
Surgeons; served as chief of staff at Mount Sinai 
Hospital in Baltimore; associated with Erlanger 
and T. C. Thompson Children’s hospitals; a di- 
rector of the Pioneer Bank; died May 8, aged 76. 


Hartman, John Chilton, Campbellsburg, Ky.; Uni- 
versity of Louisville Medical Department, 1908; 
died in the King’s Daughters’ Hospital, Shelbyville, 
May 4, aged 74. 


High, Clifton Earle @ Pampa, Texas; Baylor 
University College of Medicine, Dallas, 1924; spe- 
cialist certified by the American Board of Ophthal- 
mology; member of the American Academy of Oph- 
thalmology and Otolaryngology; veteran of World 
War I; associated with the Highland General and 
Worley hospitals; died May 10, aged 59. 


Hobbs, Armenious Clements Jr. ® Columbus, Ga.; 
born in Cataula, Ga., Jan. 27, 1920; University of 
Georgia School of Medicine, Augusta, 1946; served 
an internship at the Columbus City Hospital in 
Columbus, Ga., and a residency at Jefferson—Hill- 
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man Hospital in Birmingham, Ala.; specialist certi- 
fied by the American Board of Ophthalmology; fel- 
low of the American Academy of Ophthalmology 
and Otolaryngology; captain in the medical reserve 
corps of the U. S. Army, 1948-1949; on the staffs 
of St. Francis Hospital and Medical Center; con- 
sultant, Station Hospital in Fort Benning, Ga., and 
the Veterans Administration Hospital in Tuskegee, 
Ala.; served as secretary-treasurer of the Muscogee 
County Medical Society; an associate editor of the 
Bulletin of the Muscogee County Medical Society; 
president of the Columbus Philharmonic Guild; 
died May 8, aged 39. 


Hockett, Lester Emlen ® Vancouver, Wash.; North 
Carolina Medical College, Charlotte, 1917; past- 
president of the Clark County Medical Society; re- 
ceived a citation and Congressional Medal of Merit 
for services rendered on the Selective Service 
Board during World War II and an award from 
the Governor for services on the Selective Service 
Board; past-president of the staffs of St. Joseph and 
Vancouver Memorial hospitals; chief surgeon of 
the Washington State School of the Deaf; died 
May 16, aged 68. 


Hoy, Carl Da Costa, Columbus, Ohio; Northwest- 
ern University Medical School, Chicago, 1907; for 
many years associated with the White Cross Hos- 
pital; veteran of World War I; died May 5, aged 
76. 


Ireland, R. Lindsey ® Louisville, Ky.; Kentucky 
School of Medicine, Louisville, 1894; Louisville 
(Ky.) Medical College, 1894; for many years on 
the medical staffs of Norton Memorial Infirmary 
and Kentucky Baptist Hospital; staff physician for 
Southern Baptist Theological Seminary; chief of 
medical staff, Spring Meadows, Baptist orphanage 
at Middletown; died May 8, aged 86. 


Jordan, George Thomas, Vermillion, $. D.; born in 
Vermillion, May 17, 1876; Rush Medical College, 
Chicago, 1905; specialist certified by the American 
Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; pro- 
fessor of otolaryngology and ophthalmology at the 
University of South Dakota School of Medical Sci- 
ences and in 1957 was presented a distinguished 
service award at its annual banquet in recognition 
of his many years of service devoted to clinical in- 
struction in the field of otolaryngology and ophthal- 
mology; formerly practiced in Chicago, where he 
was on the faculty of Loyola University School of 
Medicine and on the staff of the Mercy Hospital; 
veteran of World War I; chief of staff at the Da- 
kota Hospital; died May 17, aged 83. 


Kilgore, Alson Raphael ® Belvedere, Calif.; born 
in Oakland, Calif., May 30, 1887; Harvard Medical 
School, Boston, 1914; member of the founders group 
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of the American Board of Surgery; member of the 
American Surgical Association; fellow of the Ameri- 
can College of Surgeons; past-president of the 
Pacific Coast Surgical Association, San Francisco 
Surgical Society, and the San Francisco Medical 
Society; veteran of World War I; served on the 
faculty of the University of California School of 
Medicine in San Francisco; until 1918 taught at 
the Harvard Medical School in Shanghai, China; 
first secretary-treasurer of the California Physicians’ 
Service, of which he was a founder and an original 
trustee; chief surgeon for the Western Pacific Rail- 
road for 25 years; associated with the Chinese Hos- 
pital; for many years chief of surgery at Children’s 
Hospital and chief of staff at St. Joseph’s Hospital 
in San Francisco, where he died May 20, aged 71. 


Lee, Willard Judd, Garden City, N. Y.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1923; served during World War I; veteran of 
World War II and was awarded a commendation 
citation; served on the staffs of the Nassau Hospital 
in Mineola, Mercy Hospital, Rockville Centre, and 
South Nassau Communities Hospital in Oceanside; 
formerly surgeon of the city fire department; died 
in the Memorial Hospital, New York City, May 11, 
aged 61. 


Liepmann, Hans Walter ® Central Valley, N. Y.; 
Albert-Ludwigs—-Universitat ‘Medizinische Fakultat, 
Freiburg, Baden, Germany, 1925; school physician 
for the Monroe—Woodbury Central School District; 
on the staffs of the Goshen (N. Y.) Hospital, St. 
Luke’s Hospital, Newburgh, and Cornwall (N. Y.) 
Hospital; died May 6, aged 56. 


Linde, Herman ® Cyrus, Minn.; Minneapolis Col- 
lege of Physicians and Surgeons, medical depart- 
ment of Hamline University, 1905; died at the Ste- 
vens County Memorial Hospital in Morris May 10, 
aged 87. 


McBain, Louis Bernard ® Appleton, Wis.; Univer- 
sity of Wisconsin Medical School, Madison, 1930; 
veteran of World War II; member of the American 
Academy of General Practice; a member of St. 
Elizabeth’s Hospital; died May 3, aged 53. 


McKinney, Edgar Prentice ® Nacogdoches, Texas; 
University of Virginia Department of Medicine, 
Charlottesville, 1983; veteran of World War II; died 
in the Hermann Hospital, Houston, May 6, aged 51. 


McKinney, Thomas Seldon ® born in Moonachie, 
N. J., Nov. 14, 1918; Maywood, N. J.; New York 
Medical College, Flower and Fifth Avenue Hos- 
pitals, New York City, 1944; certified by the Na- 
tional Board of Medical Examiners; specialist 
certified by the American Board of Anesthesiology; 
member of the American Society of Anesthesi- 
ologists; veteran of World War II; served in Korea 


142/1830 DEATHS 


J.A.M.A., Aug. 8, 1959 


in 1953-1954; assistant director of the department 
of anesthesiology at Hackensack (N. J.) Hospital, 
where he died May 4, aged 40. 


McLeod, Donald Norman ® Tucson, Ariz.; Uni- 
versity of Toronto Faculty of Medicine, Toronto, 
Ont., Canada, 1948; member of the American Acad- 
emy of General Practice; associated with St. Mary’s 
Hospital and the Tucson Medical Center, where 
he died May 5, aged 33. 


Marks, Jacob Keene ® Philadelphia; Temple Uni- 
versity School of Medicine, Philadelphia, 1914; vet- 
eran of World War I; for many years on the staff 
of the Stetson Hospital, where he died May 17, 
aged 66. 


Meyer, Hugh Raymond ® Lansing, Mich.; Univer- 
sity of Michigan Medical School, Ann Arbor, 1917; 
died May 5, aged 68. 


Murphy, Harry E. @ Franklin, Ind.; born in Mor- 
gantown, Ind., Sept. 16, 1894; Indiana University 
School of Medicine, Indianapolis, 1918; past-presi- 
dent of the Johnson County Medical Society; mem- 
ber of the American Academy of General Practice; 
veteran of World War I; health officer of Johnson 
County; from 1945 to 1952 served as the Seventh 
District Republican chairman; on the staffs of 
Methodist Hospital, Indianapolis, and the Johnson 
County Memorial Hospital; died in St. Mary’s 
Hospital, Rochester, Minn., May 8, aged 64. 


Myers, John Llewellyn ® Des Moines, Wash.; born 
in Bedford, Mo., March 29, 1872; College of Phy- 
sicians and Surgeons, Medical Department of the 
Kansas City University, Kansas City, Kan., 1904; 
specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology and for many 
years secretary of the section on otology, rhinology 
and laryngology; member of the American Laryn- 
gological Association and the American Association 
for the Advancement of Science; fellow of the 
American College of Surgeons; vice-chairman, Sec- 
tion on Laryngology, Otology and Rhinology of 
the American Medical Association, 1932-1933; in 
1941 was presented a gold medal by the Kansas 
City (Mo.) Society of Ophthalmology and Otology, 
of which he was president in 1921, as a mark of 
appreciation of his work in the society; in 1931 
president of the Kansas City Southwest Clinical 
Society; formerly on the staffs of the University 
of Kansas Medical Center, Kansas City, Kan., and 
Research and St. Mary’s hospitals in Kansas City, 
Mo.; served as associate professor of otorhinolaryn- 
gology at the University of Kansas School of Med- 
icine, Kansas City, Kan.; first president of the Alas- 
ka Board of Medical Examiners, of which he 
was an organizer; for many years practiced in 
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Ketchikan, Alaska, and served as a medical mis- 
sionary; veteran of World War I; died May 20, 
aged 87. 


Neraal, Paul O. ® Cut Bank, Mont.; State Univer- 
sity of Iowa College of Medicine, Iowa City, 1897; 
health officer of Glacier County from 1921 to 1956; 
served as county coroner and as physician for the 
Great Northern Railway; past-president of the 
North Central District Medical Association; asso- 
ciated with the Glacier County Memorial Hospital; 
died May 9, aged 88. 


Northrop, David Daniel ® Lansdale, Pa.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1931; veteran of World War II; regional 
medical director of Multiple Sclerosis Foundation; 
associated with Grand View Hospital in Sellersville 
and medical director of the North Penn Hospital, 
where he died May 24, aged 54. 


Oates, Louis Thomas, Morrilton, Ark.; University 
of Arkansas School of Medicine, Little Rock, 1905; 
one of the organizers of the First State Bank of 
Morrilton, where he was vice-president and chair- 
man of the board of directors; died May 2, aged 83. 


Parker, Joseph B. ® Knoxville, Tenn.; Tennessee 
Medical College, Knoxville, 1895; University of 
Louisville (Ky.) Medical Department, 1897; served 
as county physician for three years; elected to the 
office of register of deeds from 1932-1940; asso- 
ciated with the Fort Saunders Presbyterian Hos- 
pital; died May 13, aged 89. 


Pensig, Arnold Walter ® Brooklyn; born in Brook- 
lyn Feb. 12, 1926; New York Medical College, 
Flower and Fifth Avenue Hospitals, New York City, 
1948; interned at the Jewish Hospital in Brooklyn 
and the Bellevue Hospital in New York City; 
served a residency at the Goldwater Memorial 
Hospital in New York City and the Maimon- 
ides Hospital in Brooklyn; clinical assistant, medi- 
cine, State University of New York College of Med- 
icine at New York City; certified by the National 
Board of Medical Examiners; specialist certified by 
the American Board of Internal Medicine; member 
of the American Association for the Advancement 
of Science; a director of the Brooklyn Tuberculosis 
and Health Association; on the staffs at Maimonides 
and Kings County hospitals; associate medical direc- 
tor of Pfizer Laboratories division, Charles Pfizer & 
Company, Inc., New York City; served in the U. S. 
Public Health Service Reserve as medical officer at 
the U.S. Coast Guard Academy in New London, 
Conn., from 1956 to 1958; died near Baltimore May 
13, aged 33. 


Perkins, Joseph Ashbridge “ West Chester, Pa.; 
University of Pennsylvania School of Medicine, 
Philadelphia, 1916; retired in 1957 as chief plant 
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physician at Lukens Steel Company; on the staff 
of the Coatesville (Pa.) Hospital, where he died 
May 13, aged 67. 


Postelle, Joseph McDowell ® Houston, Texas; 
Baltimore Medical College, 1894; veteran of World 
War I; died May 14, aged 94. 


Reagan, Rezin ® Sioux Falls, $. D.; born in Sheri- 
dan, Ind., Nov. 8, 1882; Rush Medical College, 
Chicago, 1913; member of the American Academy 
of General Practice; past-president of the Seventh 
District Medical Society; served in France during 
World War I; formerly medical member of the 
claims rating board of the Veterans Administra- 
tion regional office from 1954 to 1957; associated 
with McKennan and Sioux Valley hospitals; for 
many years medical director of the National Re- 
serve Life Insurance Company; died May 10, 
aged 76. 


Rowley, Robert Lee ® Hartford, Conn.; Yale Uni- 
versity School of Medicine, New Haven, 1903; re- 
tired in 1950 as medical director of the Phoenix 
Mutual Life Insurance Company; past-president 
of the Association of Life Insurance Medical Di- 
rectors of America; for many years on the state 
medical examining board; associated with the Hart- 
ford Hospital, where he was a member of the board 
of directors from 1928 to 1958, and where he died 
May 5, aged 79. 


Rund, Emmet Henry ® St. Louis; National Uni- 
versity of Arts and Sciences Medical Department, 
St. Louis, 1918; fellow of the American College of 
Surgeons; instructor in gynecology and obstetrics 
at St. Louis University School of Medicine; on the 
staff of St. Mary’s Group of Hospitals, Alexian 
Brothers Hospital, Incarnate Word Hospital, Firmin 
Desloge Hospital, and St. Anthony’s Hospital; asso- 
ciated with St. Louis City Hospital from 1930 to 
1935; from 1933 to 1941 surgeon for the police 
department; died in St. Anthony Hospital May 19, 
aged 67. 


Schatanoff, Louis ® New Freedom, Pa.; Long Is- 
land College Hospital, Brooklyn, 1927; on the staff 
of the York Hospital; died May 7, aged 57. 


Scheidell, Dorothy Katherine ® Quincy, Mass.; 
Cornell University Medical College, New York 
City, 1932; fellow of the American College of Sur- 
geons; associated with the Quincy City Hospital; 
on the staffs of the Faulkner and New England 
hospitals in Boston; died in the Massachusetts Gen- 
eral Hospital in Boston May 5, aged 51. 


Tupker, Eugene Powers ® St. Helens, Ore.; Creigh- 
ton University School of Medicine, Omaha, 1932; 
veteran of World War II; served on the staff of the 
Oregon State Hospital in Salem; died May 8, aged 
52. 
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FOREIGN LETTERS 


BRAZIL 


Metaplasia of Gastric Mucosa.—According to Dr. 
Jorge Michalany (Revista da Associagéo medica 
brasileira, February, 1959) intestinal metaplasia 
represents the epithelial lesion of chronic gastritis 
and it may interfere with gastric secretion. The in- 
creased secretion of serotonin by argentaffin cells, 
which are increased in intestinal metaplasia, may 
cause hyperperistalsis. Intestinal metaplasia of the 
gastric mucosa is not necessarily precancerous, de- 
spite some reports to the contrary. The enteroid 
structure in most cases of gastric carcinoma de- 
pends, principally, on the metaplastic capacity of 
the neoplastic cells themselves. 


Intervertebral Disks.—Dr. Rolando Tenuto ana- 
lyzed a series of 128 patients operated on for her- 
niated lumbar intervertebral disks. These patients 
had been carefully observed for at least one year 
(Arquivos de neuro-psiquiatria Séo Paulo, March, 
1959). Good results, i. e., no remaining signs or 
symptoms, were obtained in 78.2%, improvement 
in 10.9%; and no relief in 10.9%. Operation is indi- 
cated in patients with this condition when (1) con- 
servative treatment is ineffective, (2) sensory or 
motor deficits are evident, and (3) acute damage of 
several nerve roots is present. Myelography should 
always be added to the clinical examination, since 
it will localize the lesion. 


GERMANY 


Cerebral Tuberculomas.—Within seven years four 
cerebral tuberculomas were observed by W. Jacoby 
(Miinchen. med. Wchnsch. 101:890, 1959). In each 
case the diagnosis was made by histological exami- 
nation of the resected lesion. In two patients the 
tuberculomas were found in the cerebral hemi- 
spheres, and in two others they were found in the 
posterior cranial fossa. Three patients recovered 
after operation and were cured. One patient died 
during the operation but would have died anyway 
because of the wide extent of the tuberculoma. 
Postoperative tuberculous meningitis, formerly a 
common and dreaded complication, can now be 
prevented by the use of streptomycin. 


Anomalies in Newborn Infants After Estrogenic 
Treatment of Mothers.—Three cases of multiple 
gross developmental disorders were observed in 
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in the various foreign countries. 


newborn infants whose mothers had been treated 
with large doses of estrogens in the early stages 
of pregnancy. These were reported by H. Uhlig 
(Geburtshilfe und Frauenheilkunde, vol. 19, 1959). 
Estrogens had been given to two to induce abor- 
tion. The malformations involved the brain and 
spinal cord (hydrocephalus, meningomyelocele, and 
rachischisis), lungs, liver, spleen, intestine, muscles, 
and bones. Embryogenic considerations indicated 
that abnormal fetal development began synchro- 
nously with estrogen treatment. The assumption of a 
causal relationship between the latter and the ob- 
served developmental disorders was, ‘therefore, 
justified. Experiments in pregnant rats, showing 
severe fetal damage after the administration of 
estrogens, support this view. 


Carcinoma of the Ovaries.—The method used at the 
gynecologic clinic of the University of Heidelberg 
for the treatment of carcinoma of the ovaries 
was described in detail by Buttenberg and Lau 
(Geburtsh. u. Frauenh. 19:323, 1959). Treatment 
consists of (1) excision of both ovaries without 
removal of the uterus, or, if this proves impossible, 
removal of the bulk of the tumor masses, no attempt 
being made to radically eradicate all carcinomatous 
tissue; (2) repeated intra-abdominal instillation of 
120 me. of colloidal radioactive gold, the first being 
given immediately after the operation; (3) intra- 
uterine application of radioactive cobalt (the maxi- 
mum dose delivered to the bladder and rectum be- 
ing 4,000 r), either deep x-ray therapy with one field 
each over the abdomen and the back with a surface 
dose of 6,000 r or telecobalt therapy with doses of 
4,000 to 5,000 r is used; and (4) continuous therapy 
with large doses of androgens in combination with 
prednisone. With this treatment the survival time 
of 24 patients with incurable cancer of the ovaries 
could be prolonged by an average of three months, 
compared with a group of 29 similar patients 
treated during the period 1945-1950. In view of the 
unfavorable prognosis of carcinoma of the ovaries 
this prolongation of survival time, although small, 
is of some value, particularly as the patients regain 
a feeling of well-being. The use of cytostatic agents 
is rejected because of the additional risk of damage 
to the leukopoietic system, but hypophysectomy is 
advocated as a supplementary measure to hormone 
treatment. 


Hyaline Membranes in Premature Infants.—Hya- 
line membranes are found primarily in premature 
infants and represent an exudation of blood con- 
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stituents in septums and alveoli of the lungs. Be- 
cause of insufficient reabsorption these are con- 
densed and cause a membranous strangulation of 
the peripheral respiratory passages. According to 
Braun and Mann (Arch. Kinderh. 159:130, 1959) 
these membranes may contain cellular materials, 
decomposition products, and lipid droplets. The 
blockade of the gas exchange converts the tem- 
porary anoxia of premature infants into a manifest 
anoxia and causes death. As with infants suffering 
from asphyxia neonatorum these infants have 
dyspnea, cyanosis, and occasionally attacks of apnea 
also. There is no effective treatment. 


Neonatal Liver Function.—A series of liver function 
tests were performed during the first 10 days of life 
to evaluate the functional capacity of the liver in 
mature and immature newborn infants by Dieck- 
hoff and Schmidt (Arch. Kinderh. 159:113, 1959). 
Particular attention was given to the intravenous 
levulose tolerance test. This test, when showing 
pathological values, confirmed the results of the 
serum bilirubin determination, the sulfobromo- 
phthalein test, and the electrophoretic pattern of the 
serum during the same period of life. The reduced 
capacity of the liver of the newborn, interpreted as 
functional immaturity, was shown by the following 
results, premature babies showing weaker function 
than full-term infants. 

In premature infants serum bilirubin concentra- 
tion was at all times higher than in full-term 
infants. Most of the total bilirubin consisted of 
indirect-reacting bilirubin. In 35% of the infants 
examined the presence of direct-reacting bilirubin 
could be shown. The retention of sulfobromo- 
phthalein in the blood decreased with increased age 
but did not depend on the birth weight. When 
correlated with the simultaneous bilirubin level 
there appeared to be a coexisting disturbance of 
two partial functions. In premature infants serum 
electrophoresis revealed an increase of the albumin 
fraction with lowered values for the globulins, and 
hypoproteinemia was more marked than in full- 
term infants. When comparing full-term and pre- 
mature babies with older infants there was a defi- 
nite reduction in the breakdown of levulose after 
intravenous loading. Particularly 20 to 60 minutes 
after injections the levulose concentration in the 
blood of immature newborn infants was above 
normal. 


Antibiotic-Resistant Staphylococci.—L. Griin of 
Diisseldorf (Die Medizinische, no. 4, p. 143, 1959) 
stated that in addition to the problem of the de- 
velopment of antibiotic-resistant (AR) staphylo- 
coccic strains in hospitals there is the problem of 
the transmission of AR to the general public by 
healthy carriers. Some of these strains may cause 
small epidemics. Staphylococcic respiratory dis- 
eases are clearly on the increase. In many cases an 
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infection with an AR strain becomes manifest only 
after discharge from hospital. The importance of 
pathogen-carrying hospital personnel who con- 
tribute to the spread of epidemic strains is recog- 
nized. Whether infection is transmitted through the 
air or by contact has not been determined, but it 
appears likely that both these modes are operative. 
Ultraviolet irradiation of the air in the operating 
room greatly reduces bacterial contamination. An- 
other helpful measure is an increase in the air cir- 
culation. Although the elimination of all carriers of 
the infection is not possible the rate of infection 
can be lowered by ultraviolet irradiation, spraying 
with triethylene glycol, and disinfection of linen. 
Beds should be made of latex foam, which is bac- 
tericidal in itself. 


Streptococcic Infections.—W. Schmid of Wiirzburg 
(Med. klin. 54:296, 1959) studied serums from 60 
patients for antistreptolysin and C-reactive protein 
levels. In 16 patients (4 who had rheumatic poly- 
arthritis with cardiac involvement, 9 who had 
endocarditis with acute rheumatic polyarthritis, and 
3 who had septic fever of unknown origin) the two 
reactions were parallel. In the others (those with 
acute nephritis, rheumatoid arthritis, and rheumatic 
manifestations without cardiac involvement) only 
the antistreptolysin values were elevated. It was 
concluded that the antistreptolysin levels were a 
more reliable criterion of the activity of inflamma- 
tory rheumatic diseases than the demonstration of 
C-reactive protein, although the latter also tends 
to decline in response to adrenocortical hormone 
therapy. The principal difference was that anti- 
streptolysin develops only after immunization with 
streptolysin O, which is produced by beta hemo- 
lytic streptococci, while C-reactive protein may 
occur in diseases of various origins. 


Circumscribed Opacities in the Lung.—F. Lindner 
of Berlin (Miinchen. med. Wchnschr. 101:787, 1959) 
studied a series of circumscribed opacities in the 
lung and found that 31.9% were carcinoma, 
metastases, or sarcoma; 14.6% were benign tumors 
(hamartoma, chondroma, bronchial adenoma, meso- 
thelioma, neurofibroma, or hemangioma ); and 53.5% 
were caused by inflammatory changes (tuberculo- 
sis, chronic pneumonic foci, cysts, pulmonary ab- 
scesses, pneumomycoses, or parasites such as 
Echinococcus ). In most cases a clearcut diagnosis 
could be obtained only by thoracotomy. Differ- 
ential diagnosis by radiology was inconclusive, even 
when it gave some indications of form, localization, 
and structure. Rapid growth indicated sarcoma. In 
advanced age carcinoma might also be suspected. 
All diagnostic aids should be used in the diagnosis 
of circumscribed tumors. Since the operative death 
rate associated with the removal of circumscribed 
tumors is low, surgical removal should always be 
resorted to. 
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Postoperative Hepatic and Renal Complications.— 
H. E. Bock of Marburg (Mtinchen. med. Wchnschr. 
101:785, 1959) stated that hepatic complications 
(19 of these hepatorenal) occurred after 119 of 
6,000 major operations and caused 60 deaths. Post- 
operative renal damage was much more frequent. 
Operation in the presence of renal damage is asso- 
ciated with a major risk. Of 139 patients with an 
elevated nonprotein nitrogen level who were 
operated on 70 died. Nonprotein nitrogen and 
creatinine level determinations should always be 
made prior to operation. The urea clearance test 
is recommended only if the creatinine level exceeds 
1 mg.%. If hepatic damage is suspected, the author 
recommended withdrawal of proteins, anticoagu- 
lants, mixed infusions (levulose, electrolytes, and 
metabolites), and prednisolone, and avoidance of 
the use of the duodenal tube for aspiration and 
feeding. To bridge the prolonged stage of anuria, 
hemodialysis is the only effective treatment. No 
disease should be judged from the laboratory find- 
ings alone, however important they may be, but all 
clinical findings should be considered. 


Postoperative Infusions of Electrolytes.—H. Herken 
of Berlin (Miinchen. med. Wehnschr. 101:785, 
1959) stated that in health the delicate electrolyte 
regulatory system keeps the water and salt content 
constant within a comparatively narrow range. The 
antidiuretic pituitary hormone and certain corti- 
costeroids (especially aldosterone from the adrenals) 
have a major share in these regulatory processes. 
Because of postoperative changes in the production 
of adrenocortical hormone marked retention of 
sodium and an increase of the excretion of potas- 
sium occur. If secretion of urine is restricted, extra- 
renal losses of fluid (insensible perspiration ) lead to 
the accumulation of sodium chloride. The post- 
operative regulatory disturbance is reversible. In- 
fusions of electrolyte solutions are merely intended 
to compensate for postoperative fluid losses and to 
maintain diuresis. lf the daily amount of urine is 
600 cc., and the water loss with the stool about 200 
ce., the quantity lost by perspiration is to be calcu- 
lated as 1,000 cc. Thus, it is necessary to replenish 
1,800 ce. of fluid. To prevent the retention of sub- 
stances likely to be excreted with the urine a daily 
minimum of 500 to 600 cc. of urine is required. 
Morphine, hexobarbital, and chlorpromazine im- 
pair diuresis. Since hormones are unsuccessful in 
preventing electrolyte disturbances, the clinician 
should wait for spontaneous remissions. 


Parenteral Feeding.—O. Lindenschmidt of Hamburg 
( Miinchen. med. Wchnschr. 101:786, 1959) stressed 
the importance of parenteral nutrition in the post- 
operative period until fluids can be taken by mouth. 
Entirely parenteral feeding should not be extended 
any longer than necessary and never beyond three 
or four days after the operation. If necessary tube 
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feeding may be used. To prevent postoperative 
disorders it is necessary to compensate for any 
preoperative deficit in proteins. Careful prepara- 
tion for operation is more important, more reliable, 
and less complicated than postoperative substitution 
by infusions. Preoperative protein loss can best be 
compensated by administration of whole blood or 
plasma and human albumin. Preoperative adminis- 
tration of amino acid mixtures is not very suitable; 
30% is excreted and of the other 70% most is de- 
composed, so that little remans available for the 
synthesis of albumin. Plasma and human albumin 
do not need calories to be split. Postoperative 
energy supply is best provided by dextrose or 
levulose infusions. The administration of 200 to 250 
ce. of whole blood, plasma, or human albumin is 
also recommended. Only in the late phase, when 
special importance is attached to protein-rich nutri- 
tion, is the administration of amino acid mixtures a 
suitable supplement. Indiscriminate infusion is 
dangerous. Clinical observations (thirst, moisture 
of skin and mucosa, nausea, and dizziness) should 
always be considered, apart from laboratory find- 
ings. Also, an excess of infusions and transfusions is 
dangerous. 


Tuberculous Osteitis.—K. Treppinger  (Ztschr. 
Tuberk.-Arzt. 13:106, 1959) reported on a series 
of 213 patients with tuberculous osteitis who re- 
ceived, in addition to the usual treatment, 3 to 5 
mg. of isoniazid per kilogram of body weight. He 
concluded that therapy with isoniazid does not 
directly shorten the course of the disease, but it 
quickly brings the patient to a stage in which he 
can be operated on. The prospects for lasting 
ability to work were greater in these patients the 
longer the period of isoniazid administration had 
been. The incidence of relapses and flare-ups of new 
foci also diminished proportionately with the length 
of this treatment. 


Isoniazid Therapy.—G. Bahrs (Ztschr. Tuberk.- 
Arzt. 13:157, 1959) made follow-up examinations of 
200 patients who had received 10 mg of isoniazid 
per kilogram of body weight daily. About 33% of 
the patients had been pretreated with vitamin D 
or amithiozone. Of 159 patients with skin tubercu- 
losis so treated 114 or 71% and of 119 patients with 
lupus vulgaris 76 or 64% remained cured. With a 
total dosage of 120 to 200 Gm. of isoniazid only 
three patients were not primarily cured. Of 24 pa- 
tients with tuberculosis cutis indurativa cure per- 
sisted in 14 and failed in 6. Patients with mucosal 
lupus erythematosus responded well to isoniazid as 


did those with tuberculosis cutis verrucosa. There 


was no failure and no relapse in six patients treated 
with 40 to 60 Gm. of isoniazid. Patients with tuber- 
culosis of the lymph nodes and tuberculosis cutis 
colliquativa responded less well and those with 
papulonecrotic tuberculides poorly. Long-term 
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treatment with isoniazid alone, which is successful 
in dermal tuberculosis, is now rarely used in pul- 
monary tuberculosis. Therefore, it is not yet possible 
to evaluate this form of treatment in pulmonary 
tuberculosis. While para-aminosalicylic acid has 
completely failed in dermal tuberculosis, strepto- 
mycin is effective. 


INDIA 


Concentration Methods for Intestinal Parasites.— 
P. T. Acharya and co-workers (Journal of the In- 
dian Medical Association, vol. 32, April 16, 1959) 
compared four methods of detecting protozoal cysts 
and helminthic ova in 400 samples of feces. The 
methods used were (1) direct examination of a 
wet preparation, (2) acid-ether concentration, (3) 
zinc sulfate concentration, and (4) brine flotation. 
Direct examination of a wet preparation was supe- 
rior to the acid-ether method, except for the detec- 
tion of cysts of Entameba coli. In the latter method 
the cysts became distorted and unrecognizable. The 
zine sulfate method was superior to both the above 
techniques. The brine flotation method gave disap- 
pointing results, especially for the detection of 
Giardia lamblia cysts. Cysts were detected in 18 
samples by direct examination when they were 
missed by all the other techniques. This method 
should therefore always be used with the zinc sul- 
fate concentration technique. The acid-ether method 
was more useful than direct examination for de- 
tecting hookworm ova. For detecting ova of Ascaris 
lumbricoides, Trichuris trichiura, and Enterobius 
vermicularis, the acid-ether method did not give 
better results, and for ova of Hymenolepis nana 
direct examination gave much better results. The 
zine sulfate method proved much more useful than 
both these methods for helminthic ova also. The 
brine flotation technique was even better, the best 
results being obtained by brine flotation along with 
the direct examination. Thus for protozoal cysts the 
zinc sulfate concentration method was most effi- 
cient, and for helminthic ova the brine flotation 
technique gave the best results. 


JAPAN 


Narcotics Problem.—The Bureau of Health and 
Welfare reported that crime waves related to nar- 
cotics addiction are on the increase. The number of 
arrests for violations of narcotics laws in 1952 was 
982 and in 1958 was 1,767. As in the United States 
unwise narcotics laws have forced addicts to be- 
come peddlers of drugs from illegal sources. About 
25% of the offenders are women. The government 
abolished legalized prostitution, but, since no funds 
were provided for the rehabilitation of these girls, 
many have turned to peddling narcotics. Of those 
arrested 68% were themselves addicts. 
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NORWAY 


Alkaline Phosphatase and Iron in Jaundice.—J. S. 
Bgdtker (J. Oslo City Hosp. 9:62-71 [March] 1959) 
studied the serum alkaline phosphatase and serum 
iron levels to determine their value in the differ- 
ential diagnosis of jaundice. His series of 128 pa- 
tients consisted of all patients over 20 years of age 
admitted between 1953 and 1957 to the Aker Hos- 
pital with a diagnosis of acute or chronic hepatitis, 
cirrhosis of the liver, stone in the common bile duct, 
cancer of the liver, cancer of the gallbladder, can- 
cer of the pancreas, or jaundice; 12 patients with 
cholecystitis and cholelithiasis were included for 
the purpose of comparison with the group that had 
cholelithiasis alone. Increased values were found in 
all those with extrahepatic or intrahepatic obstruc- 
tive jaundice. Alkaline phosphatase levels pro- 
vided no clue to a_ differentiation between 
extrahepatic obstructive jaundice and primary intra- 
hepatic cholestasis. Moderately increased phos- 
phatase values were generally encountered during 
the initial phase in those with acute hepatitis but 
occasionally also in other groups with more compli- 
cated findings, probably indicating a phase of 
intrahepatic cholestasis. 

A correlation between serum alkaline phospha- 
tase and iron levels and icterus index could not be 
demonstrated. Acute hepatitis in early stages was 
associated with an increase in serum iron level in 
about 75% of the patients. In those with cirrhosis 
of the liver and chronic hepatitis high normal 
values were usually encountered, while low normal 
values were noted in those with obstructive jaun- 
dice due to calculi or malignant tumor, and in those 
with cholecystitis and cholelithiasis. Patients with 
drug-induced intrahepatic cholestasis had normal 
values. Serum iron estimations might be useful in 
the differentiation between intrahepatic and extra- 
hepatic cholestasis. 


SWEDEN 


Precancerosis of the Penis.—Edsmyr and Ekstrém 
(Acta chir. scandinav. 116:296-305, 1958/1959) de- 
scribed precancerosis of the penis as an exophytic 
papillomatous lesion of the glans and prepuce 
which in histological examination shows no definite 
infiltrative growth. Compared with penile cancer 
it is fairly uncommon. The present series com- 
prised 25 patients, of whom 15 had phimosis. Nine 
had had the condition since childhood and the 
other 6 had had surgical treatment for phimosis 
5 to 30 years before the precancerous lesions were 
observed. The age distribution was similar to that 
in patients with cancer of the penis, but the mean 
age was somewhat lower. Phimosis seemed to have 
the same etiological significance as in cancer of 
the penis. Venereal disease was not an important 
factor in causing precancerosis, nor is it in patients 
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with cancer. The macroscopic appearance of pre- 
cancerosis does not usually differ from that of the 
papillary form of penile cancer, although the local 
extent of precancerosis is often greater. 

Biopsy specimens from penile tumors seemed 
almost always to permit reliable histological diag- 
nosis and to be representative of the tumor in 
question. In none of the authors’ series did pre- 
cancerosis of the penis give rise to inguinal me- 
tastases or undergo changes to infiltrative cancer. 
A trial of conservative therapy, reserving ampu- 
tation for unsatisfactory results, would thus seem 
to imply no risk. Because the series was small the 
authors believed that it allowed no reliable com- 
parative evaluation of different types of conserva- 
tive treatment. Radiotherapy probably was the 
most effective and most suitable measure and 
appeared to be preferable to electrocoagulation. 
Only if precancerosis was confined to the prepuce 
was local excision (circumcision) justified. Of 18 
conservatively treated patients 4 later underwent 
amputation. In three the indication was recurrence 
of the growth and in the fourth amputation was 
performed for irradiation necrosis 10 years after 
radiotherapy was begun. The other 14 patients 
showed no recurrence. Ten of them were followed 
up for 4 to 14 years and four for shorter periods. 
The results of conservative therapy were also good 
from the functional aspect. In no case did the 
treatment cause impotence. Twelve of the patients 
received prophylactic treatment consisting of tele- 
gamma rays in fractionated dosage, totaling 3,000 
to 4,500 r to each of two fields in either groin 
(the same dosage as in cancer of the penis), and 
the other 13 patients had no inguinal irradiation. 
The authors concluded that irradiation of the in- 
guinal lymph nodes in precancerosis is superfluous. 


Scandinavian Hospital in Seoul.—Up to March 31 
the Scandinavian teaching hospital in Seoul, Korea 
(opened in November, 1958), had treated 878 in- 
patients, and the outpatient department had had 
7,100 visits from 3,801 registered patients. There 
are 90 Scandinavians on the hospital staff. Qualified 
assistant Korean staff members are still hard to find. 


Artificial Nose.—An artificial nose was designed by 
Prof. Hjalmar Koch and co-workers. The apparatus, 
which takes over the function of the nose by giv- 
ing the inhaled air body temperature and saturat- 
ing it with moisture, is of great value to patients 
on whom it has been necessary to perform a tra- 
cheotomy. Formerly, tracheotomy was performed 
mainly as a lifesaving operation in patients with 
inflammation of the trachea, false croup, and true 
croup, but the circumstances changed radically 
during the severe poliomyelitis epidemics in the 
1940's and 1950's. At the meeting of the Swedish 
Otolaryngological Society in Lund in May Prof. 
Koch stated that poliomyelitis also caused paraly- 
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sis of the muscles of the pharynx and trachea. 
These patients lost the power to get rid of the se- 
cretions which run from nose and throat into the 
lungs and thus they drown in their own secretions. 
The respirator does not adequately serve its pur- 
pose, since the prime necessity is to keep the air 
passages free from obstruction. The artificial nose 
has helped to solve this problem. 


UNITED KINGDOM 


Penicillin-Resistant Staphylococci.—The rising in- 
cidence of penicillin-resistant strains of Staphylo- 
coccus aureus in hospitals is due to a real increase 
in penicillin resistance and to cross-infection in 
the wards. Little information, however, is avail- 
able on the incidence of resistant strains in the 
general population. To obtain an indication of 
this Buhr and Scott studied strains isolated from 
hospital outpatients with hand infections (Lancet 
1:1019, 1959). These were chosen because in the 
same unit six years ago these workers noted that 
of 82 hand infections due to Staph. aureus no 
penicillin-resistant strain was found. Swabs were 
taken from 290 patients treated in the accident 
service of the united Oxford hospitals. Of these 
267 patients were from the general public and 
23 were doctors, nurses, hospital personnel, or 
hospital staphylococcus contacts. Of the swabs 
from infected lesions of these 23, penicillin-re- 
sistant staphylococci were found in 16 (68%) in 
contrast to 30% of those from lesions in patients 
from the population at large. Of the penicillin- 
resistant organisms in the hospital staff 6 or 29% 
were also resistant to chlortetracycline. In nurses 
the percentage of penicillin-resistant strains of 
staphylococci reached 97%. Of 187 outpatients 
from the general population who had not had 
penicillin therapy for the hand infection under 
review 27% had penicillin-resistant strains of Staph. 
aureus, compared with 37% of those who had re- 
ceived penicillin some time previously. 

The data confirm not only the high incidence 
of penicillin resistance among hospital staff, par- 
ticularly nurses, but also among the general popu- 
lation, which has increased from 0 to 30% in the 
Oxford area within six years. The authors pointed 
out that, with hospital staphylococci so often re- 
sistant to penicillin, all available methods should 
be used to reduce hospital infection. The introduc- 
tion of antibiotics has increased, not decreased, 
the need for aseptic and antiseptic vigilance. 


The Church and Medicine.—Writing in the Canter- 
bury Diocesan Notes the Archbishop of Canterbury 
said that there has always been a natural and in- 
evitable affinity between the church and the medi- 
cal profession, since their ministries of healing can- 
not be separated, but it had come to appear to 
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many people that in their partnership the one was 
scientific and authoritative and the other senti- 
mental and subsidiary, There is in many quarters a 
renewed sympathy between the two and a recog- 
nition that in many ways neither can do the perfect 
work of healing without the cooperation of the 
other. On neither side of the partnership is there 
infallibility. Neither can dictate to the other, but in 
their joint pursuit of spiritual and physical health 
they need each other. This is especially so when 
they deal from either side with questions that are 
moral as much as or more than medical. A physician 
is perfectly free to publish an article disagreeing 
with the church’s view of fornication or other mor- 
al aberrations, but great injury to both sides of the 
partnership results, unless he makes it clear that he 
does not speak for his profession and that the fact 
of his being a doctor does not give him any special 
competence to deliver judgment on moral ques- 
tions. It is always a serious matter to take the law, 
moral or civil, into one’s own hands. 


Effect of New Steroid on Synovial Fluid.—Few 
studies have been made of the biochemical and 
cytological changes occurring in synovial fluid 
after the intra-articular injection of steroids. Mur- 
doch and Will (Brit. M. J. 1:1271, 1959) injected 
a new steroid, prednisolone trimethylacetate, into 
joint spaces. This drug is said to have a lower 
solubility than hydrocortisone and to remain in 
the synovial fluid longer. A clinical appraisal was 
first made of the effect of giving this new steroid 
intra-articularly to 35 patients with rheumatoid 
arthritis, osteoarthritis, and recurrent hydrarthro- 
sis; 20 mg. of a microcrystalline suspension was 
injected into the knee joint. The effectiveness of 
treatment was measured by reduction in size of 
the swollen joint and by relief of pain. From 2 
to 12 injections were given at intervals of one 
week. In the group with rheumatoid arthritis the 
results were good in 85.0%, fair in 7.5%, and poor 
in 7.5%, Only six patients with osteoarthritis were 
treated and the results were good in only two. In 
two patients with hydrarthrosis the results of treat- 
ment were good. A study of the patients over a 
14-month period showed that prednisolone tri- 
methylacetate was an effective agent for the intra- 
articular treatment of inflammation of the knee 
joint and compared favorably with hydrocortisone 
used for this purpose. 

Before each injection a small amount, usually 
3 to 5 ml. of joint fluid was removed for analysis. 
Viscosity and protein and mucin content were 
determined, and total and differential leukocyte 
counts were made. Electrophoresis of the fluid 
was carried out. The percentage distributions of 
the various protein fractions were calculated, and 
from the total protein figure their absolute values 
were obtained. Marked changes occurred in the 
cell count of the synovial fluid of patients with 
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rheumatoid arthritis treated with prednisolone tri- 
methylacetate. The initial average cell count was 
7,000 per cubic millimeter. The initial proportion 
of polymorphonuclear cells (75%) dropped by 
85% after treatment. The protein level fell from 
an average of 4.4 to 3.4 Gm. per 100 ml. Most of 
the patients showed a rise in albumin content and 
a fall in the alpha, beta, and gamma globulin frac- 
tions. There was a progressive reduction in the 
volume of the joint fluid and an increase in 
viscosity. 

The group of osteoarthritic patients was too 
small for detailed analysis. The cell changes were 
similar to those occurring in patients with rheu- 
matoid arthritis. The protein content of joint fluid 
was lower (3.3 Gm.) and it fell to 2.3 Gm. per 
100 ml. after treatment. The albumin content was 
higher than in the rheumatoid arthritic patients. 
In the two patients with hydrarthrosis the cell 
count fell from 14,000 and 40,000, respectively, to 
400 and 800 per cubic millimeter. The total pro- 
tein level dropped from 4.35 to 3.3 Gm. per 100 ml. 
In other respects the findings resembled those in 
the patients with rheumatoid arthritis. In all pa- 
tients the clinical improvement was directly asso- 
ciated with the cell and protein changes described. 


Cor Triatriatum.—In cor triatriatum, only 20 cases 
of which have been described, the left atrium is 
divided by a septum into two chambers, a postero- 
superior which receives the pulmonary veins and 
an anteroinferior which opens into the mitral valve 
and left ventricle. Since the septum causes an 
obstruction at left atrial level, the symptoms, radio- 
logic appearances, and hemodynamics of mitral 
stenosis may be simulated. The condition is emi- 
nently suitable for surgical treatment, yet only 
three successful cases had been reported until 
Belcher and Somerville added a fourth (Brit. M. J. 
1:1281, 1959). 

A woman, aged 28, was suspected of having 
mitral stenosis. She was dyspneic, tired, and suf- 
fering from palpitations. The main auscultatory find- 
ings were a mitral pansystolic murmur (grade 2) 
and a loud first sound in the mitral (grade 3) and 
tricuspid (grade 3) areas. The ECG showed atrial 
fibrillation and right ventricular hypertrophy. The 
heart, especially the left atrium, was enlarged and 
the pulmonary artery was prominent. Cardiac 
catheterization was unsuccessful. The patient was 
operated on with a view to correcting the sup- 
posed stenosis, when the intra-atrial septum was 
found. It contained a calcified orifice on the pos- 
terolateral aspect. The septum was divided from 
side to side of the atrium. Immediately the pres- 
sures in the pulmonary artery and left atrium 
fell. Four months later the patient had no symp- 
toms. The venous pressure was now normal, but 
atrial fibrillation and the mitral systolic murmur 
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persisted. In the four patients with this rare con- 
dition who were operated on the diagnosis was 
only made after exploratory cardiotomy. 


The Death of General Practice.—In an article en- 
titled “The Decapitation of General Practice” 
(Lancet, May 16, 1959, p. 1039), Dr. E. Geiringer 
analyzed what he considered one of the major 
flaws of the National Health Service (NHS), name- 
ly, the payment of general practitioners by capi- 
tation fee. Under this system a practitioner under- 
takes to provide medical care for a fixed annual 
fee for each patient on his list. If this fee were 
large and all doctors equally competent and con- 
scientious such a system would provide an ideal 
medical service, but when this fee is economic 
for the state and uneconomic for the doctors, who 
are a heterogeneous group with variable skills and 
no overwhelming desire to sacrifice themselves, 
payment by capitation fee encourages them to do 
less and less for more and more patients. Three 
results of the nationalization of medicine, the au- 
thor said, are bad practice, the utility-type prac- 
titioner, and the hospitalization of medical practice. 

The' bad practice falls below all reasonable pro- 
fessional standards. It is conducted from antiquated 
and badly maintained offices, examinations are 
perfunctory, equipment is outmoded, no proper 
records are kept, and treatment consists of the 
indiscriminate renewal of prescriptions for a dozen 
or so standard drugs and mixtures. Such practices 
are still common in industrial areas. Under the 
per capita system of payment this type of pauper 
medicine is profitable. A fee-for-service system 
would eliminate such practices in a few years. 

The utility practitioner, on the other hand, is 
competent, honest, and hard-working. Having ac- 
cepted the realities of the NHS he tries to make 
the best of it by having as many patients as pos- 
sible on his list and giving each a just proportion 
of his time. The time spent per patient equals 
the number of hours available divided by the 
number of patients requiring treatment. By making 
the latter maximal the time spent on each is mini- 
mal. Simple medical care is conscientiously pre- 
scribed, but this is the limit of treatment. A pa- 
tient needing further investigation is referred to a 
hospital. The numerous psychoneurotic patients 
are a great worry to the utility practitioner, be- 
cause he has no time to listen to them. He is nct 
happy to have on his list people who are ill, al- 
though he accepts them from a sense of duty. His 
favorite patients are those who never have any 
need of his services. Pregnant women go to the 
nearest antenatal clinic and babies to the infant 
welfare clinic. Minor surgery is referred to the 
casualty department of the nearest hospital. Slowly 
but surely he loses his skill, knowledge, and in- 
terest in medicine. 
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As hospitals expand to do the work of the gen- 
eral practitioner, with special departments and staff 
for this purpose, a vested interest is created. The 
public now expects all treatment beyond the most 
simple to be given in hospital. Every year there 
are 11,500,000 attendances at hospital casualty de- 
partments for minor injuries that could be treated 
by general practitioners but are treated by rela- 
tively inexperienced interns. Litigation favors this. 
If anything goes wrong the general practitioner is 
blamed in the courts for not sending the patient 
to hospital. These considerations apply to a number 
of other activities that general practitioners have 
tended to hand over to hospitals and clinics. They 
include antenatal and postnatal care, deliveries, 
the care of mother and child, child health, acute 
infections that could be treated at home, the care 
of the moribund, and minor psychotherapy. This 
progressive hospitalization of medical care threat- 
ens to abolish general practice in all but name. It 
is encouraged by medical research, which draws 
the patient from the home into the hospital for 
investigation. Hypertension, diabetes, pneumonia, 
coronary disease, and rheumatism, to mention only 
a few, have become vested hospital interests. If 
general practitioners are paid for what they do and 
not for what they do not do there will be a tend- 
ency for them to use modern medical techniques 
and keep up to date, because then the best practi- 
tioners will attract the most patients. There is no 
reason why general practitioners should not do 
their own diagnostic radiography and electrocardi- 
ography; supervise anticoagulant and steroid ther- 
apy; stabilize hypertensive, diabetic, and epileptic 
patients; and treat patients with pneumonia, acute 
infections, and coronary disease in the home or in 
the local hospital. They could cooperate with hos- 
pital specialists in treating such patients. 

Under the capitation system the introduction of 
new methods, techniques and investigations into 
general practice results in pecuniary loss to the doc- 
tor because it has to be financed by him. Every 
day general practice loses something to the hos- 
pitals and in return gains nothing. Great Britain 
now has the most restricted and out-of-date form 
of general practice of any English-speaking coun- 
try. The general practitioner has become merely a 
signer of certificates and a hospital signpost, the 
author claimed. The existence of a good general 
practitioner service is essential to inspire the pa- 
tient’s confidence, to insure his continuity of treat- 
ment when hospitalized, and to maintain a good 
consultant service. Healthy and independent gen- 
eral practice exerts a constant pressure on the hos- 
pitals and consultants, keeping them efficient and 
humane. By taking a personal interest in their pa- 
tients, following their course in hospital, conferring 
on the spot with hospital colleagues, and having 
freedom to choose a consultant, general practi- 
tioners can prevent complacency, inefficiency, and 
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inhumane treatment in the hospitals. Under the 
present system consultants can also stagnate pro- 
fessionally because there is no outside pressure 
from general practitioners to keep them on their 
toes and be their rivals. 

The author made a plea for the resurgence of 
private medical practice, which would exert a 
healthy influence on the hospital service and safe- 
guard professional freedom. A salaried service is 
not the answer; although it would abolish “head- 
hunting,” it would not allow patients freedom to 
choose their doctors. A bad doctor would still be 
paid as much as a good doctor. A fee-for-service 
system would rehabilitate the present moribund 
service by the working of economic laws. As it is 
more economic to treat patients in general practice 
than in hospitals, funds could be diverted from 
them to an enlarged, better paid, and more efficient 
general practitioner service. Overtreatment is one 
of the objections to a fee-for-service system, but 
this could be checked by making the patient pay 
a part of each fee charged. Other measures to en- 
courage general practice would be increased facil- 
ities and financial incentive for home treatment and 
general practitioner appointments in local hospitals, 
which should include inpatient care and super- 
vision. 


Cataract Extraction with Alpha Chymotrypsin.— 
Alpha chymotrypsin (ACT) is an enzyme with 
fibrinolytic and proteolytic properties, obtained 
from bovine pancreas. It has a selective solvent 


action on the zonule supporting the crystalline lens, 
and when introduced into the anterior chamber of 
the eye after corneal section it causes complete 
lysis of the zonule in about three minutes at body 
temperature. The extraction of 180 cataracts with 
the aid of ACT was described by Cogan and co- 
workers (Brit. J. Ophth. 43:193, 1959), Ainslee (ibid.. 
p. 200), and Zorab (ibid., p. 202). The ACT was used 
at a concentration of 1:5,000. Since the solution is 
relatively unstable at room temperature it was 
either freshly prepared or stored in a refrigerator 
until required. Local anesthesia was used for most 
patients, after premedication with chlorpromazine 
and pentobarbital. A Von Graefe section was made, 
followed by peripheral iridectomy, and after irri- 
gating the anterior chamber with Ringer's solution 
to remove clotted blood the ACT solution was in- 
jected through the iridectomy opening. After three 
minutes the anterior chamber was irrigated to re- 
move the ACT and the lens removed by traction 
with forceps or by suction. It was removed easily, 
since there was no suspensory ligament holding it 
back. The removal of senile and presenile cata- 
racts is made much easier by the use of ACT, 
which does not damage any of the ocular struc- 
tures. No serious complications occurred during the 
operations. 
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Atomic Fall-out Hazards.—Mr. Macmillan, the 
Prime Minister, in a statement before Parliament, 
said that even if the deposition of radioactive 
strontium (Sr°°) that has already been released into 
the stratosphere from nuclear explosions continues 
at the higher rate recently observed, its concentra- 
tion in bone is unlikely to approach the level which 
would require immediate action. For several years 
measurements of the deposition of Sr°° and other 
radioactive isotopes have been made. Recent meas- 
urements indicate that the rate of deposition in 
rainfall is double that of a few years ago. Analysis 
of fall-out material shows that Sr°’ can remain in 
the stratosphere for many years before being de- 
posited on the earth. The annual fall-out is about 
12% of the stratospheric content. Once radioactive 
materials have left the stratosphere and entered the 
troposphere the local rate of deposition depends 
largely on rainfall. Heavy rainfall increases fall-out, 
and this was one of the factors responsible for the 
high fall-out in 1958. The atomic bomb tests con- 
ducted in the U. S. S. R. last year were also con- 
tributory. The Argus experiments made at the same 
time in the United States resulted in only a small 
addition to the radioactivity of the stratosphere. 

In Britain regular measurements are made of 
Sr*’ in food, milk, drinking water, air, soil, and 
vegetation. Samples are regularly collected from 
200 depots handling 40% of the milk consumed in 
the country. Cereals and vegetables, both home 
grown and imported, are also tested. The results of 
the 1958 food survey are now being prepared for 
publication. They indicate that the amount of Sr*’ 
in food and drinking water gives no cause for 
alarm. Most of that present in milk is due to the 
isotope that has been freshly deposited on grass 
before it has a chance to be washed into the soil. 
If the enhanced fall-out of 1958 were to continue 
in 1959 an increase in the Sr®’ of the diet could be 
expected, but Mr. Macmillan assured Parliament 
that its concentration in human bone was not a 
cause for anxiety. The Sr°® concentration found in 
1958 in the bones of stillborn children and in those 
dying from various causes was only slightly above 
that of the previous year. The irradiation of human 
bone and marrow from Sr*® is less than that due to 
the natural background irradiation to which all are 
exposed. 

Mr. Macmillan stated that cesium-137 is not 
readily taken up from the soil by plants and is not 
retained in the body for long periods. The chief 
danger is a genetic one, although gonadal exposure 
is small in relation to natural background irradi- 
ation. The absorption of plutonium from fall-out is 
low in comparison with that of Sr*’. Carbon-14 has 
been measured in air and foods for many years. 
Most of it comes from cosmic radiation, but a small 
amount also comes from atomic explosions. Its con- 
centration is being kept under review because of 
its long persistence. 
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Qualified but Unable to Practice Medicine.—Na- 
tionals of British colonies who wish to practice 
medicine in their own countries after qualifying 
abroad often find it difficult to do so. The law pre- 
vents their practicing unless they have a qualifica- 
tion which is recognized in the colony, which 
usually means one that is registerable in Great 
Britain. In the last year 300 students from British 
colonies were working in medical schools in Can- 
ada and the United States, and about 450 were 
pursuing premedical studies, but as Great Britain 
has no reciprocal arrangement with the United 
States, nor with 4 of the 10 Canadian provinces, 
medical qualifications obtained in any of the ap- 
proved American or in 8 of the 12 Canadian schools 
are not recognized in British colonies. Hence, most 
of these students will be legally prevented from 
practicing in their homeland, however good the 
status of their medical school or excellent their 
record. They must first seek additional qualifica- 
tions from Great Britain or from a country that has 
established reciprocity with Great Britain. 

Doctors from most islands in the West Indies, 
Trinidad, the Leeward Islands, Hong Kong, North 
Borneo, Kenya, Rhodesia, Uganda, and Fiji are 
required to hold a qualification registerable in 
Great Britain. Those from the Bahamas, Bermuda, 
British Honduras, Cyprus, Singapore, and Tan- 
ganyika who qualify outside Britain may be per- 
mitted to practice in some precarious form of 
temporary and localized licensure, or by legal sub- 
terfuge. Others are more fortunate. Thus, physi- 
cians from the Tonga Islands can be registered if 
trained in American schools. In Jamaica physicians 
may take the examinations without retraining, but 
in the Barbados registration is curiously confined to 
those entitled to practice in New York state, and in 
British Guiana it is open to those with a degree 
from a medical school approved by the American 
Medical Association. Nigeria has recently opened 
its doors to those persons holding the diploma of 
the National Board of Medical Examiners in the 
United States. In spite of the high academic stand- 
ing of the medical schools of McGill or Toronto 
universities in Canada, qualifications obtained there 
are not acceptable, because these schools do not 
maintain reciprocity with the General Medical 
Council of Great Britain. 

The avenue of the American-trained student is 
usually through one of the Canadian schools having 
reciprocity with Great Britain, but this requires 
time and money after the qualifying examination. 
As a result of these restrictions many British co- 
lonials are settling in the countries in which they 
were trained, while their own countries remain 
desperately short of doctors. There is still only one 
physician to every 50,000 persons in Nigeria. It has 
been suggested that wherever the colonial medical 
student may have studied he should be able to take 
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a local registration examination preceded by a local 
internship. This could be controlled by a Common- 
wealth Board of Medical Examiners, which would 
be charged primarily with exploring the prospects 
of extended intern posts for approval and assisting 
in the local examinations. 


Tranquilizer Hazards.—A report on hypnotic, seda- 
tive, tranquilizing, or stimulating drugs that can be 
bought at drug stores without prescription was sent 
to the Minister of Health by the recently formed 
Advertising Inquiry Committee. The medical panel 
of the committee drew up the report after a survey 
of advertisements in the press and on television. 
There is a British Code of Standards on the adver- 
tising of medicines and surgical appliances to the 
public and in the opinion of the panel this is not 
being observed. The report stated that 25 well- 
known brands of drugs that are potentially lethal, 
particularly in the hands of children or potential 
suicides, can be bought without a prescription. A 
person with suicidal intent can go into six drug- 
stores in succession and purchase a lethal quantity 
of some of these drugs. Another hazard is the mor- 
bid dependence of some persons on such drugs. 
The committee believes that there is a strong case 
for making all of these drugs prescription items. 
The report also suggests that there should be a 
controlled survey to ascertain the extent of self- 
medication and that an independent body should 
be set up to test the claims of advertisers. State- 
ments made about a drug or remedy often contain 
a reference to a “new” or “recently developed” 
substance with special properties. The precise na- 
ture or composition of the substance is seldom or 
never given, and the advertising material in such 
cases makes its appeal to the current worship of 
science. 


Coronary Angiography.—Coronary angiography is 
being developed in the department of cardiology, 
St. George's Hospital, London. This is the only 
method of obtaining information on the condition 
of the coronary arteries during life. The ECG only 
reveals the condition of the heart muscle. It is 
desirable to detect narrowing and calcification of 
the coronary vessels in the early stages of the dis- 
ease and to assess the value of operative procedures, 
diet, and anticoagulants in the treatment of coro- 
nary disease. Coronary angiography should also 
help in the selection of patients for operation. The 
procedure is carried out by advancing a catheter 
along the brachial artery until it is within an inch 
of the aortic valves. This is done under radiographic 
control with use of an image intensifier. The injec- 
tion of radiopaque medium into the catheter is 
made against the aortic valves as the ventricles 
contract. It enters the coronary vessels and its 
course is followed by cineradiography. 
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CORRESPONDENCE 


ALCOHOL AND MOTOR ACCIDENTS 


To the Editor:—It has become increasingly obvious 
that the influence of alcohol is the most frequent 
human factor responsible for serious motorcar 
crashes. The records of Dr. S. R. Gerber at the 
county coroner’s office, Cleveland, for the last 19 
years show that 46% of the pedestrians, 54% of 
the drivers, and 42% of the passengers had been 
drinking. Since these figures include deaths up to 
12 hours after the crash, Dr. Gerber points out 
that some of the victims tested had survived a 
sufficient length of time to metabolize alcohol 
present at the time of the “accident,” and, there- 
fore, contributed to the number of negative tests. 

A recent study by Haddon and Bradess from 
Westchester County, New York, revealed that 87 
drivers had died within four hours of their single- 
vehicle crash. Eighty-three, or 95%, of these had 
had blood alcohol level determinations. Of the 83, 
73% had been drinking; 69% had blood alcohol 
levels over 0.05%, and 49% had levels of 0.15% 
or more. Figures from other widely scattered areas 
over the United States show similar percentages, 
and if this can be assumed to hold for the nation 
as a whole, about 50% of the 30,000 nonpedestrian 
deaths each year can be attributed to the drinking 
driver. 

It has become accepted by the courts throughout 
the land that a driver whose blood alcohol level 
reads 0.15% or less is not “under the influence” of 
alcohol. This 0.15% reading means that, for a 
150-Ib. (68-kg.) person, 6 oz. of 100-proof liquor 
have been distributed throughout the blood, tissues, 
and brain. To attain this blood alcohol level, about 
7 or 8 oz. need to be swallowed in about an hour; 
and this is 100-proof material, not the usual 86- 
proof or 90-proof. 

Two events of significant impact on this problem 
have occurred in the last few months. 

At the Indiana University Symposium on Alco- 
hol and Road Traffic, Dec. 12-14, 1958, the follow- 
ing statement was prepared: “It is the opinion of 
this Committee that a blood alcohol concentration 
of 0.05% will definitely impair the driving ability 
of some individuals and, as the blood alcohol 
concentration increases, a progressively higher pro- 
portion of such individuals are so affected, until 
at a blood alcohol concentration of 0.10%, all 
individuals are definitely impaired.” This was signed 
by a significant group of the outstanding authori- 
ties in the alcohol-motorcar field. At long last, the 
unrealistic figure of 0.15% may perhaps be dis- 
placed by a blood alcohol level more practically 
related to the role of the drinking driver in our 
traffic deaths and injuries. 


A second important event is the publication by 
the American Medical Association of a Medical 
Guide for Physicians in Determining Fitness to 
Drive a Motor Vehicle (J. A. M. A. 169:1195-1207 
[March 14] 1959). It is significant that the news 
services, in commenting on this new manual, de- 
voted most of their space to the alcohol section. 

With this recognition, the next need is imple- 
mentation. The first step here is the passage of 
legislation by all states making it virtually certain 
that a driver suspected of driving after drinking 
be subjected to chemical tests to prove whether 
alcohol, or some other factor, is the cause of his 
unusual behavior. Five states, led by New York, 
and followed by Kansas, Idaho, Utah, and North 
Dakota, have taken this necessary step. Legislatures 
of some 20 other states have considered and, so 
far, have refused or neglected to enact this life- 
saving measure. 

Nothing will so surely reduce the number of 
drinking drivers on our highways as prompt con- 
viction for drinking charges, and nothing will so 
surely lead to conviction as incontrovertible, ob- 
jective evidence of drinking while driving; but we 
need more than this. We need courts and prosecut- 
ors who will use the evidence at hand. At the mo- 
ment, the weak link in the drinking-driving problem 
is the prosecution. The records of every state are re- 
plete with long case histories of drinking drivers 
who have had repeated arrests, only to be released, 
until they have killed themselves and one or more 
others in their final drinking-driving violation. 


Horace E. CAMPBELL, M.D. 
537 Republic Bldg. 


Denver 2. 


“NUCLEAR SEX” 


To the Editor:—While determinations of “nuclear 
sex” by the techniques described in the editorial in 
THE JouRNAL, June 6, 1959, page 678, gave the 
first clues to the remarkable nature of cellular sex 
in Turner’s and Klinefelter’s syndromes, even more 
fundamental observations have been made recently 
and should be brought to the attention of those 
who read that editorial. These syndromes and 
mongolism are the first human diseases to be asso- 
ciated with the loss or addition of a chromosome. 
While previously unidentified in man, the effects 
of such abnormal karyotypes are well known in 
nonmammalian species. 

The indirect methods of determining so-called 
nuclear sex have been able to distinguish between 
normal males and normal females, but the dichot- 
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omy fails in situations like Turner’s and Kline- 
felter’s syndromes. The sex chromosomes of such 
patients are neither those of the normal female 
(X X) nor those of the normal male (X Y) in 
all cases so far reported. The cells from patients 
exhibiting Klinefelter’s syndrome have contained 
a Y and two X chromosomes (which raises the 
total number from 46 to 47). Cells containing but 
one sex chromosome, and that an X, giving a total 
of 45 rather than 46, have been found in Turner’s 
syndrome. 

Inferences, based on the presence of Barr chro- 
matin (Barr and Bertram, Nature 163:676, 1949), 
such as, “the genetic sex has proved to be female 
in many of the clinically recognized cases [of 
Klinefelter’s syndrome],” are now known to be 
incorrect. If Barr chromatin were reported to be 
“present” or “absent,” rather than “male” or “fe- 
male,” such errors might be reduced. What is 
needed is exact information as to the numbers and 
kinds of chromosomes present. Those interested in 
disorders of human chromosomes or the diseases 
they produce should consult the papers and edi- 
torial which appeared in the Lancet, April 4, 1959; 
the correspondence in the April 18 and April 25 
issues; and the references therein. The contribu- 
tions of cytogenetics to our knowledge of man are 


N. Conant Wess Jr., M.D. 
4200 E. Ninth Ave. 
Denver 20. 


SPONTANEOUS REGRESSION OF 
MALIGNANT DISEASE 


To the Editor:—Your guest editorial on spontaneous 
regression of malignant disease, in THE JOURNAL, 
April 11, page 1758, stated that the theory for 
spontaneous regression of malignant tumors had 
not been advanced. The theory for disappearance 
can be evolved from the research work of bio- 
chemists Dulkin and Lobstein of the Research 
Foundation for Diseases of the Eye. They found 
that lysozyme, an enzyme found in body fluids and 
in tears, in addition to being bacteriostatic, is 
carcinostatic for certain tumors in rats. The work, 
which resembles Fleming’s experiments with peni- 
cillin in the manner of procedure, is promising. 
Clinical trials have not been made. 

Other body enzymes may also be carcinostatic. 
Experiments are planned to determine whether lens 
epithelium secretes carcinostatic substances. Can- 
cer has not been reported in the lens. The progress 
of cancer is like that of other diseases—a struggle 
between host resistance and the virulence and de- 
gree of malignancy. The chief factor in host re- 
sistance may be lysozyme and other body enzymes. 

Epwarp O. BierMaAN, M.D. 
1212 Seventh St. 
Santa Monica, Calif. 


J.A.M.A., Aug. 8, 1959 


MEDICAL FILM REVIEWS 


HOSPITAL SEPSIS: A COMMUNICABLE 
DISEASE 


The premiere showing of “Hospital Sepsis: A 
Communicable Disease” drew a capacity audience 
at the Annual Meeting of the American Medical 
Association, Atlantic City, June 8. This film, which 
was produced in cooperation with the American 


Portion of capacity audience at premiere showing of 
“Hospital Sepsis: A Communicable Disease.” 


College of Surgeons, American Hospital Association, 
American Medical Association, and Johnson and 
Johnson, is now available from the A. M. A. Motion 
Picture Library for showing to physicians and hos- 
pital groups. 


Culdoscopic Technique and Cinematography: 16 mm., color, 
sound, showing time 19 minutes. Prepared by Albert Decker, 
M.D., and Irving H. Saxe, M.D., New York. Produced in 
1958 by Audio Productions, New York, for and procurable on 
loan from Schering Corporation, Bloomfield, N. J. 


The instruments, the position, and the step-by- 
step technique used in culdoscopic examination of a 
patient are demonstrated in this film. Representa- 
tive pathology and normal pelvic anatomy as seen 
through the culdoscope are shown by means of an 
8 mm. reflex camera. The pathology includes fim- 
brial adhesions, unruptured tubal pregnancy, tubal 
abortion, tubal peristalsis, appendicitis, and _sal- 
pingitis. Not too much time is spent on technique, 
but it is adequate. Two patients are shown, fol- 
lowed by a number of examples of various types of 
ovarian, tubal, and uterine pathology. However, the 
whole procedure looks so smooth and readily done 
that the viewer is likely to get a wrong impression 
about the ease of the operation. This is an excellent 
film. The principles enunciated are sound, and the 
film is recommended to anyone interested in the 
procedure of culdoscopy. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Heart Failure in Patients with High Blood Pres- 
sure. J. N. Mickerson. Brit. Heart J. 21:218-224 
(April) 1959 [London]. 


In an attempt to assess the causes of heart failure, 
a common complication and a major cause of death 
in patients with high blood pressure, the author 
studied 184 men and 157 women with hypertension, 
who were admitted in heart failure to the Charing 
Cross Hospital in London. A cause of heart failure 
in addition to hypertension was found in all but 16 
(3%) of the 341 patients. Ischemic heart disease 
precipitated heart failure in 172 (50%) of the 341 
patients, and in an additional 48 patients (14%) it 
probably contributed to the heart failure. Other 
important causes of heart failure were valvular 
lesions in 37 patients (11%), renal disease, alone or 
combined with cardiac lesion, in 50 patients (15%), 
respiratory infection in 20 patients (6%), and malig- 
nant hypertension in 29 patients (9%). The remain- 
ing less frequent causes of heart failure in 23 
patients (6.6%) were combined to form a miscella- 
neous group. The presence of a renal lesion doubled 
the mortality rate and reduced by 12 years the 
average age at death when compared with patients 
without renal damage, whose average age at death 
was 66.1 years and among whom the mortality rate 
was 21%. Patients with evidence of renal disease 
had the highest blood pressures. The worsening 
prognosis of patients with hypertension and heart 
failure with rising blood pressure levels was shown 
to be due to the presence of a renal lesion rather 
than to the height of the blood pressure per se. 


The Pulseless Syndrome. M. H. Lessof and L. E. 
Glynn. Lancet 1:799-801 (April 18) 1959 [London]. 


The authors are of the opinion that clinical case 
reports that have been published under the head- 
ing of “pulseless disease” describe a syndrome 
rather than a disease entity. Obstruction of the 
large arteries arising from the arch of the aorta 


The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1950 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
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time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
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may be due to several causes, including syphilitic 
aortitis, healed dissecting aneurysm, trauma, ather- 
oma, and congenital vascular anomalies. Even 
when these conditions are excluded, the reported 
cases of arteritis of medium-sized and larger vessels 
do not always correspond with those in young 
Japanese women described by Takayashu in 1908. 
By common usage, pulseless disease implies an 
absence of pulses in the arms and sometimes in 
the neck, together with evidence of an inflammatory 
reaction, such as fever, increased erythrocyte sedi- 
mentation rate, and raised serum globulin level, or 
else histological evidence of arteritis near the origin 
of large vessels. These features were present in the 
3 women reported, who ranged in age from 21 to 
39 years. All 3 women presented with loss of pulses 
in both arms, but the underlying diseases were 
different. One had obliterating brachiocephalic 
arteritis of Takayashu; the second had an unidenti- 
fied thrombotic condition of the large arteries; and 
the third had arterial occlusion associated with 
systemic lupus erythematosus. Blood flow studies 
in the limbs helped to define the extent of periph- 
eral arterial involvement, even when. symptoms 
were absent. 


Some Patients with Unusually High Digitalis Re- 
quirement. P. Kirketerp. Ugesk. laeger 121:496-498 
(March 26) 1959 (In Danish) [Copenhagen]. 


Kirketerp cautions against adherence to a stand- 
ardized digitalis dosage. In the 5 patients reported, 
who had been seen over an 8-year period in a 
medical department of moderate size, the digitalis 
need was found to be 2 or 3 times that of the ordi- 
narily used dose of 100 mg. of folium digitalis 6 
times weekly. For these patients the larger digitalis 
dose meant a decisive change for the better in their 
clinical condition. The author advises the physician 
to bear in mind that now and then there will be a 
patient who is not helped by digitalis until he re- 
ceives a dose essentially higher than that usually 
prescribed. 


Differential Pulmonary Artery Occlusion in Pa- 
tients with Chronic Pulmonary Disease. B. L. 
Charms, B. L. Brofman and A. Adicoff. Am. J. Med. 
26:527-533 (April) 1959 [New York]. 


Five patients with pulmonary disease, either 
localized or generalized, were subjected to hemo- 
dynamic studies. The technique of balloon occlu- 
sion of first one and then the other of the main 
branches of the pulmonary artery was used. With 
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localized pulmonary lesions, occlusion of the pul- 
monary artery supplying that area diminished or 
abolished venous admixture due to a diminished 
local ventilation-perfusion relationship. Increase in 
flow through pulmonary lesions by occlusion of the 
opposite pulmonary artery caused an increase in 
venous admixture and further fall in systemic ar- 
terial oxygen partial pressure and hemoglobin sat- 
uration. Cardiac output, pulmonary artery pressure. 
and respiratory minute volume changes closely 
paralleled changes in arterial oxygen content. The 
method of temporary unilateral pulmonary artery 
occlusion proved to be a useful adjunct in evalua- 
tion of patients with pulmonary lesions, especially 
in determining pulmonary resectability when dif- 
fuse disease was also present. Pulmonary arteriolar 
and total pulmonary resistances were calculated 
with use of pressure distal to an occluding balloon; 
this is not necessarily the same as a control wedge 
pressure. Only small increases in resistance were 
observed with respect to the increase in flow pro- 
duced in the unocc!uded lung, and calculated re- 
sistance actually fell to approximately one-half of 
assumed control level. 


Pulmonary Artery Stenosis. H. A. Shafter and H. A. 
Bliss. Am. J. Med. 26:517-526 (April) 1959 [New 
York]. 


The authors add 5 patients with stenosis of the 
pulmonary artery to the 28 previously described. 
The 5 patients were observed in the course of 18 
months. Two had no other apparent lesions of the 
heart or great vessels; 3 had evidence, by catheteri- 
zation of the right side of the heart, of ventricular 
septal defect, probable common. atrioventricular 
canal, and patent ductus arteriosus respectively. 
None had pulmonic valve stenosis. A study of the 
5 patients and a review of the literature reveal 
some helpful clues to the diagnosis, and raise im- 
portant questions about the etiology, physiological 
significance, and treatment of this lesion. The clin- 
ical diagnosis of pulmonary artery stenosis is fre- 
quently hampered by coexistent cardiovascular 
lesions. A continuous murmur should make one 
think of the diagnosis. The lesion commonly pro- 
duces a systolic murmur, which may be heard with 
maximal intensity at the base of the heart several 
centimeters lateral to the sternal border. Pulmonary 
artery pressure rises abruptly when the cardiac 
catheter is withdrawn through the narrowed seg- 
ment. In the absence of pulmonary artery narrow- 
ing, patent ductus arteriosus probably does not 
produce such a pressure change. The appearance 
of a constantly narrowed pulmonary artery segment 
on angiocardiographic study strengthens the diag- 
nosis. 

Although pulmonary artery stenosis may in most 
patients originate as a developmental anomaly in 
fetal life, the possibility that it occasionally occurs 
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as an acquired lesion at some time after birth must 
be examined. Some evidence suggests that either 
pulmonary artery thrombosis or “natural transfor- 
mation” of the pulmonary artery resulting from 
prolonged rapid pulmonary blood flow may occa- 
sionally produce pulmonary artery stenosis. The 
term “natural transformation” was used by Gasul 
and associates in describing the narrowing of the 
right ventricular outflow tract which, developing 
gradually over a number of years, may reduce the 
left-to-right shunt in patients with ventricular septal 
defect. One may inquire whether or not the pro- 
longed increase in pulmonary blood flow in other 
patients with left-to-right shunt may in time pro- 
duce “natural transformation” of the pulmonary 
artery, i. e., pulmonary artery stenosis, with con- 
sequent lessening of the shunt. 

The physiological significance of stenosis of the 
pulmonary artery depends upon the resistance it 
offers to right ventricular outflow. Resistance main- 
ly depends upon the physical characteristics of the 
narrowing, i. e., upon its length and lumen. A lesion 
causing only a small pressure gradient at rest may 
with exercise produce significant right ventricular 
hypertension. In most patients, pulmonary artery 
stenosis does not cause serious hemodynamic ab- 
normalities. If these are present, however, surgical 
repair may be possible and desirable. 


Neuroendocrinic Syndromes in the Course of Tuber- 
culous Meningitis. L. Pertoni and R. Bistaffa. Ri- 
forma med. 73:327-331 (March 21) 1959 (In Italian) 
[Naples]. 


Neuroendocrinic syndromes were observed in 4 
of 49 patients with tuberculous mepvingitis seen by 
the authors between 1948 and 1957. The first pa- 
tient, a 29-year-old woman, some weeks after clin- 
ical recovery from the meningitis and dismissal 
from the hospital, complained of an abnormal and 
marked libido which lasted for a few months. The 
second patient, a 13-year-old boy, while recovering 
from the meningitis after months of treatment, suf- 
fered polydipsia and polyuria; a diagnosis of dia- 
betes insipidus was made, and the patient recov- 
ered from the latter disease after a period of about 
2 years. The third patient, a 21-year-old man, died 
8 months after admission to the hospital; on au- 
topsy, signs of pulmonary tuberculosis, meningeal 
irritation, and a caseous focus in the right adrenal 
gland were observed. The fourth patient, a 17- 
year-old youth, 6 months after treatment, while 
showing signs of recovery from the meningitis, 
suffered bulimia which disappeared after a few 
months. The authors believe that in the first and 
fourth patients the neuroendocrinic syndromes were 
the result of streptomycin given for the treatment 
of tuberculous meningitis; streptomycin, acting as 
a stimulant, caused a hyperfunction of the dien- 
cephalon and of the adrenal gland; the syndromes 
regressed with the suspension of treatment. In the 
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second patient the neuroendocrinic syndrome was 
more likely connected with the process of a basal 
arachnoiditis. 


Some Pathogenetic and Clinical Aspects of Pul- 
monary Tuberculosis with Respect to Intercurrent 
Influenza Episodes. N. Montanini, G. Pallotta and 
G. De Ritis. Ann. Ist. Carlo Forlanini 18:370-384 
(no. 4) 1958 (In Italian) [Rome]. 


The relationship between pulmonary tuberculosis 
and influenza was studied in a group of 43 patients 
with tubercular pulmonary lesions, at different 
clinical and roentgenologic stages, who contracted 
Asian influenza in 1957. In most patients the influ- 
enza reactivated the apparently inactive tubercular 
lesions; relapses occurred in some patients who 
had been dismissed from the hospital for a long 
time either because they had clinically recovered 
or because their condition was stationary. None of 
these patients at the moment of contracting influ- 
enza was taking tuberculostatic drugs. Influenza 
had no effect on the condition of hospitalized pa- 
tients with active pulmonary tuberculosis who were 
being treated with antibiotics; they were deriving 
benefit from the treatment and showed no resistance 
to the drugs. Influenza, however, caused death in 
most chronic tuberculous patients who showed re- 
sistance to all antibiotics. The authors believe that 
treatment with isoniazid should be continued peri- 
odically, and for a long time, until there is com- 
plete recovery in patients who have recovered only 
clinically or whose condition is stationary. Treat- 
ment with isoniazid is necessary in case these pa- 
tients should contract virus infections. 


The Volume of N/10 Hydrochloric Acid Neutral- 
ized Per Day in the Treatment of Peptic Ulcer. 
E. A. Marshall and D. Samon. Am. J. Gastroenterol. 
31:389-397 (April) 1959 [New York]. 


The authors observed 3,877 patients with roent- 
genologically confirmed peptic ulcer. Nine hundred 
ninety-two of these patients had had hemorrhages 
one or more times before being seen; 430 had non- 
stenotic obstruction; and in 159 the ulcer had pre- 
viously perforated. Complications had been en- 
countered in 1,582 patients, and the remaining 714 
had symptoms of uncomplicated ulcer. Treatment 
was based especially on the consideration that at 
least 14 liters of N/10 hydrochloric acid must be 
neutralized each day in order to inactivate the cor- 
rosive effects of acid in peptic ulcer and permit the 
patient to ingest an unrestricted diet without symp- 
toms. For neutralization the authors depended on 
aluminum hydroxide and calcium carbonate. The 
medicaments were administered at half-hour in- 
tervals for 16 hours a day, at bedtime, and 2 and 4 
hours after retiring. This schedule was not changed 
for 4% months. The use of the roentgenogram as a 
criterion of the healed ulcer was regarded as inade- 
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quate. A patient who upon completion of the in- 
tensive medical treatment was able to ingest a 
completely unrestricted diet for more than a year 
without symptoms, and without any subsequent 
antacid medication, was considered to have a healed 
ulcer. A patient who 24 hours after initiation of a 
program of sufficient sedative, alkalizing, and ad- 
sorptive drugs was able to ingest a completely 
unrestricted dict without distress was presumed 
to have a “healing” ulcer. Treatment resulted in 
healing in 83.4% of the 3,877 patients. The remain- 
ing 16.6% required that 19.5 liters of N/10 hydro- 
chloric acid or 71 Gm. of pure hydrogen chloride 
be neutralized each day; two-thirds of these (7.6% 
of the total group) were therapeutic failures. Fol- 
low-up studies on 1,278 patients showed that most 
of them remained healed for 3 or more years. 


Epidemiologic and Clinical Observations in Sar- 
coidosis. M. M. Cummings, E. Dunner and J. H. 
Williams Jr. Ann. Int. Med. 50:879-890 (April) 1959 


[Lancaster, Pa.]. 


Sarcoidosis was diagnosed in 1,700 patients seen 
in Veterans Administration hospitals between 1949 
and 1956. The case records of 1,194 of these pa- 
tients whose conditions were diagnosed during the 
5-year period 1949-1954 were reviewed. Informa- 
tion concerning age, race, sex, place and date of 
birth, and place of initial hospitalization was 
analyzed. The most striking observation was the 
geographic distribution of the disease, revealing an 
endemic area in New England and the North Cen- 
tral States. The rural location of birthplace and 
the predominance among Negroes, observed by 
Michael, were confirmed in this study. The dis- 
tribution of birthplaces of veteran patients given 
a diagnosis of sarcoidosis correlated better with a 
pine forest environment than it did with the sandy 
soil suggested by Gentry. Lumbering and wood 
milling were designated as the leading industries 
in the high sarcoidosis prevalence areas. 

A detailed clinical analysis of 256 records selected 
at random from those of the 1,700 patients was 
then undertaken. This was done to evaluate the 
diagnostic criteria utilized in widely scattered hos- 
pitals, and to learn more about the natural history 
of the disease. The criteria used for diagnosis in 
the study of the 256 records are those defined by 
a subcommittee of the National Research Council 
in 1956. According to these, sarcoidosis is a sys- 
temic disease, or group of diseases, of undetermined 
etiology and pathogenesis. Histoiogically, it is 
marked by the presence of epithelioid-cell tubercles, 
showing little or no necrosis. Varying types of in- 
clusions in giant cells may be present but are not 
pathognomonic. A similar histological picture may 
be found in certain other diseases, especially in in- 
fectious granulomas and in beryllium poisoning. 
Clinically, the disease most commonly involves 
lymph nodes, lungs, skin, eyes, liver, spleen, and 
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phalangeal bones. The course is usually chronic, 
and constitutional symptoms vary. While the in- 
tracutaneous tuberculin test is frequently negative, 
a positive test does not controvert the diagnosis. 

When an effort was made to apply these criteria 
more critically than the reporting hospitals had 
done, 81 cases were eliminated, and 175 cases, in 
which biopsy had confirmed the diagnosis, were 
studied further. As classified by race, 76 patients 
were white, and 99 nonwhite. Since 10% of Amer- 
ican veterans are Negroes, the frequency of sar- 
coidosis among Negroes was 12 times greater than 
among whites. It was learned that sarcoidosis with 
biopsy confirmation may still at times be confused 
with other diseases, particularly those which may 
lead to granulomatous reactions. Sarcoid reactions 
to neoplastic diseases, as well as to tuberculous or 
fungous infections and beryllium disease, must be 
kept in mind. Sarcoidosis does not appear to be so 
benign as is generally reported. A follow-up study 
revealed that 15% of the veterans with sarcoidosis 
died within a 5-year period. The most frequent 
cause of death was cor pulmonale. Active tubercu- 
losis was a not infrequent finding. Certain labora- 
tory findings suggested that pine pollen may be 
added to the list of agents thought to be responsible 
for the disease or syndrome, sarcoidosis. 


The Clinical Value of Renal Biopsy. D. J. Deller, 
V. J. McGovern and R. Reader. M. J. Australia 
1:481-486 (April 11) 1959 [Sydney]. 


The authors report on 53 aspiration renal biopsies 
performed successfully on 51 patients after 59 at- 
tempts. Renal tissue was obtained from the cortex 
and medulla in 52 cases and from the medulla only 
in 1. The average number of glomeruli contained 
in a biopsy specimen was 16. Certain difficulties in 
technique are discussed, but, in general, they were 
not great. Complications after renal biopsy were 
uncommon. In one patient necrotizing papillitis 
occurred and required nephrectomy. In 2 patients 
a preexisting infection appeared to be aggravated. 
The relationship between biopsy and these com- 
plications is not clear. The clinical diagnosis was 
confirmed by biopsy in 22 of the 51 patients; the 
clinical diagnosis was compatible with the histo- 
logical findings in 10; the clinical diagnosis was 
changed as a result of biopsy in 13; and in the re- 
maining 6 neither the clinical nor the biopsy 
features were sufficiently characteristic to be of 
definite significance. The diseases which biopsy 
showed to be present most frequently, when not 
thought likely clinically, were either chronic pyelo- 
nephritis or chronic glomerulonephritis. 

Renal biopsy may be of value in the manage- 
ment of patients with the nephrotic syndrome, 
hypertension, and miscellaneous renal diseases. An 
etiological diagnosis may be provided by biopsy in 
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patients with the nephrotic syndrome, and the 
severity of the lesion assessed. Information of value 
concerning prognosis and therapy may be obtained. 
In patients with hypertension, renal biopsy can 
usually confirm or exclude chronic glomerulo- 
nephritis. Renal biopsy led to an unexpected diag- 
nosis in 5 patients with obscure renal disease, as 
follows: 1. Focal embolic glomerulonephritis was 
shown in one patient in whom the diagnosis of sub- 
acute bacterial endocarditis had not been seriously 
considered. 2. The presence of moderately severe 
diabetic glomerulosclerosis in a young woman with 
diabetes mellitus, who was clinically well and de- 
sired a pregnancy, modified the physician’s ap- 
proach to her case. 3. Chronic glomerulonephritis 
was revealed in a boy with a symptomless protein- 
uria, and this finding helped the general physician 
in the advice he gave to the child’s parents. 4. Lupus 
nephritis was strongly suggested by renal biopsy 
in a young woman with a clinical diagnosis of 
pyelonephritis. 5. Renal biopsy disclosed normal 
tissue in a woman 5 months pregnant who was 
considered clinically to have chronic glomerulo- 
nephritis and who progressed to term without com- 
plication. 

Renal biopsy has a definite but limited value in 
clinical practice. It is no substitute for the more 
usual diagnostic procedures and techniques, and 
must be considered in the light of these methods. 
It is not a short cut in the diagnosis of renal dis- 
eases, for problems arise in sampling and patho- 
logical interpretation. 


Treatment of Acute Hemorrhagic Pancreatitis with 
Cortisone. C. Lacerenza. Minerva chir. 14:305-309 
(March 15) 1959 (In Italian) [Turin, Italy]. 


The cases of 6 patients, ranging in age from 28 
to 52 years, with acute hemorrhagic pancreatitis 
are reported. Four patients were male, and 2 were 
female. After surgical treatment each patient re- 
ceived antibiotics and 100 to 200 mg. of cortisone 
per day. A pancreatitic relapse was suspected in 
the first patient, and the symptoms were checked 
with antibiotics and cortisone. After this patient 
suffered a third relapse, treatment with cortisone 
was not as effective as during the previous 2 
courses, but his clinical condition improved marked- 
ly and rapidly. One patient, a 28-year-old woman, 
died of acute yellow atrophy of the liver after 
choledochostomy and cholecystectomy. Antibiotics 
in another patient, a 43-year-old woman, caused 
diarrhea which provoked a sudden diminution of 
the diuresis; this complication was checked with 
15 units of human plasma and erythromycin. Corti- 
sone had a good effect on the symptoms in all the 
patients and caused a marked drop in the serum 
amylase. The blood sugar level, which was high in 
some patients, became normal in a few days. The 
drug was also effective in relapses. 
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Corticotropin (ACTH) and the Adrenal Steroids in 
the Management of Ulcerative Colitis: Observations 
in 240 Patients. J. B. Kirsner, W. L. Palmer, J. A. 
Spencer and others. Ann. Int. Med. 50:891-927 
(April) 1959 [Lancaster, Pa.]. 


The authors summarize their experience with 
corticotropin (ACTH) and the adrenal steroids in 
ulcerative colitis during the period from January, 
1950, to November, 1957. The series comprised 240 
patients, each of whom had been under observation 
for at least one year; none had responded satisfac- 
torily to conventional medical management. The 
patients included 128 males and 112 females, most- 
ly in the younger age group. The colitis had been 
of long duration, exceeding 5 years in 168 of the 
patients. Roentgenologic evidence of colitis was 
demonstrated in most patients, involving the entire 
colon in approximately 50% of them. Complications 
had preceded steroid therapy in 210 of the 240 pa- 
tients. Blood transfusions had been required in ap- 
proximately one-half of the series; approximately 
100 patients had been advised elsewhere to under- 
go colectomy and ileostomy. The colitis was classi- 
fied as mild in 12 patients, moderate in 86, and 
severe in 142. The objectives of therapy included 
the reestablishment of normal intestinal function, 
the restoration of nutrition, and the resumption of 
a normal life. The over-all response to combined 
medical and steroid therapy was classified as good 
in 115 patients, moderately favorable in 80, and 
minimal in 45. 

Corticotropin, given intravenously and intramus- 
cularly, was the most potent compound, followed 
by intravenously administered hydrocortisone. In 
oral administration, however, prednisone and pred- 
nisolone surpassed hydrocortisone on a milligram 
basis in a ratio of 2:1, the therapeutic effects being 
approximately similar with such doses. A favorable 
response consisted of the rapid disappearance of 
fever, toxemia, bloody diarrhea, and abdominal 
discomfort; appetite improved, and there was an 
increased sense of well-being. Proctoscopic im- 
provement occurred more slowly than did the clin- 
ical response. Laboratory indications of improve- 
ment were the return of elevated sedimentation 
rates to normal, disappearance of blood from the 
stools, improvement in the anemia, restoration of 
normal patterns of plasma proteins, and, in serial 
biopsies, histological evidence of healing. 

Steroid therapy has been continued in 101 pa- 
tients; in 63 of these remissions persist, but there 
have been recurrences, often less severe than pre- 
viously, in 38. The steroids have been considered 
to be very helpful in 46, helpful in 48, and ineffec- 
tive in 7 instances. Eighty-nine patients are leading 
useful lives, while 12 are variously incapacitated but 
are not invalids. Steroid therapy has been discon- 
tinued in 99 patients, 59 of whom experienced re- 
currences. Remissions have been sustained in 40 
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cases, lasting longer than one year in 37. Steroids 
have been judged as very helpful in 47 persons of 
this group, helpful in 28, and ineffective in 24; 86 
persons are leading effective lives, while 13 are vari- 
ously incapacitated. The most important problems 
were emotional difficulties in 40 patients (including 
3 suicides), infections in 43, and severe hypercorti- 
cism in 35. Perforations of the small intestine and 
peritonitis occurred in 2 patients. Surgery was 
necessary in 26 patients (11%). The indications were 
as follows: minimal or decreasing response to med- 
ical treatment, 10 cases; fulminating disease, 5; un- 
controllable hemorrhages, 4; possible carcinoma, 2; 
polyps, 2; resection of apparently localized disease, 
2; and intestinal obstruction, 1. Twenty of the 26 
patients operated on survived. Twenty-three pa- 
tients (9%) died, 6 of causes related to the colitis, 
7 of complications associated with steroid therapy, 
and 10 of causes unrelated to ulcerative colitis or 
the use of steroids. Corticotropin and the adrenal 
steroids (hydrocortisone, prednisone, and predniso- 
lone), though not curative, are highly effective ad- 
juncts in the treatment of ulcerative colitis. The 
effects of the steroids surpass the response to any 
other therapeutic procedure. 


Sacro-lliitis in Reiter’s Disease. J. K. Oates and 
A. C. Young. Brit. M. J. 1:1013-1015 (April 18) 1959 
[London]. 


The authors report on 76 men and 2 women with 
Reiter's disease, 46 of whom had suffered more than 
one attack of the disease. All the patients had arth- 
ritis involving one or more joints associated with 
urethritis. Some of the patients also had conjunc- 
tivitis or iritis. Involvement of the sacroiliac joints 
was revealed by roentgenologic examination in 35 
patients (44%). Nine patients (11.5%) showed doubt- 
ful evidence of roentgenographic abnormality of 
the sacroiliac joints, and 34 (43.6%) had roentgeno- 
graphically normal joints. Sixteen (45.6%) of the 35 
patients, 3 (33%) of the 9 patients, and 5 (14.7%) of 
the 34 patients complained of backache. Twelve 
(34%) of the 35 patients had iritis, compared with 
only 3 (8.8%) of the 34 patients. The attacks of iritis 
were recurrent in 9 of the 12 patients and were 
usually the only manifestation of the disease. 

Sacroiliac disease revealed roentgenographically 
is common in patients with Reiter's disease. Clin- 
ically, appreciable involvement of these joints is 
probably common only during the acute stages of 
the disease, but the diagnosis may be easily missed. 
In patients with Reiter's disease special attention 
should be paid to the presence, site, and distribution 
of backache. Sacroiliac disease in this condition 
often appears to be associated with recurring at- 
tacks of iritis. This iritis is usually the only symp- 
tom. The occurrence of frequent attacks of iritis in 
men should always lead to inquiry into the pres- 
ence of a past history of Reiter's disease or its com- 
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ponents. Evidence of sacroiliac disease and genital 
infection should be carefully sought in such pa- 
tients. 


SURGERY 


The Dynamic Pharyngeal Flap: Its Selective Use 
and Electromyographic Evaluation. T. R. Broad- 
bent and C. A. Swinyard. Plast. & Reconstruct. 
Surg. 23:301-312 (April) 1959 [Baltimore]. 


Good speech is the goal in the management of 
any anatomic or physiological abnormality of the 
palate. The pharyngeal flap has received consid- 
erable interest, but its use as a dynamic muscular 
unit, rather than a static bridge, has not been clari- 
fied. The investigations described extended over 
a 4-year period and were designed to demonstrate 
the functional or static nature of the pharyngeal 
flap. The preoperative and postoperative manage- 
ment and the basic operative procedure have been 
described and illustrated by earlier investigators 
whom the authors mention in a historical review. 
Some aspects of the procedure are commented on 
by the authors, who performed pharyngeal flap 
operations on 49 patients. Speech deficiency was 
caused by cleft palate in 35 patients, and in the 
other 14 the speech defect was due to congenital 
paresis, to hemiplegia, to postoperative or post- 
infectious paresis, to poliomyelitis, or to postop- 
erative defect in the palate. 

The operation is done under general, transnasal, 
endotracheal anesthesia. Nasal intubation affords 
greater working space within the mouth and 
pharynx than oral intubation and also allows for 
attachment of the flap to the posterior palatal sur- 
face with greater ease. The endotracheal tube can 
be shifted from side to side, gently, easily, and 
safely, without the production of laryngeal edema, 
during elevation of the flap. During attachment of 
the flap, the tube occupies one. posterior nasal 
aperture without producing abnormal tension on 
the flap. The selected use of the flap will determine 
its length, width, and position of its base. Lateral 
incisions are made on either side of the posterior 
pharyngeal wall, and the mucosa and the posterior 
pharyngeal fascia and superior constrictor muscle 
are spread through to the glistening white preverte- 
bral fascia. This bipedicle musculomucosal flap is 
elevated away from the prevertebral fascia with 
a right-angle scissors. One end of the flap is cut 
across, preserving either a superior or an inferior 
pedicle as desired. A superior pedicle was used in 
16, and an inferior pedicle in 33 of the 49 patients 
operated on for speech defect by transfer of a 
pharyngeal flap to the posterior palate. A healthy 
section of superior constrictor muscle was included 
in all the flaps. 

The authors describe a method of electromyo- 
graphic evaluation of the muscular activity of the 
palatopharyngeal tissues. In all the pharyngeal flaps 
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tested (superior pedicles and inferior pedicles), 
normal motor units were demonstrated. The palatal 
muscles were individually and simultaneously 
tested for comparative purposes. Similar electro- 
myographic patterns in voltage, frequency, and 
wave form were noted in the pharyngeal flap as 
well as in normal tensor palatini, levator palatini, 
and the superior constrictor. On the basis of these 
studies it is felt that the pharyngeal flap is a dy- 
namic muscular unit. Selective planning of the 
width, location, and position of the flap and its 
pedicle, as well as its point and extent of insertion, 
affords more suitable and wider application of the 
pharyngeal flap to anatomic defects and physiolog- 
ical paresis, as well as to cleft palate problems. 


Symptomatology and Therapy of Bronchial Adeno- 
mas. H. Reitter. Ztschr. Tuberk. 112:257-272 (no. 
5-6) 1959 (In German) [Leipzig, Germany]. 


The author reports on 8 male and 11 female 
patients, between the ages of 15 and 63 years, with 
bronchial adenoma who were admitted to the sur- 
gical clinic of the Medical Academy in Duesseldorf, 
Germany, between 1951 and 1958. These 19 cases 
of bronchial adenoma were observed among 1,800 
cases of bronchial and pulmonary tumors in the 
last 10 years. In 11 of the 19 patients, the tumor 
was localized at the points of origin of the lobal 
bronchi; in 5, in the main bronchus; and in 3, in 
segmental bronchi. The duration of symptoms 
which preceded the diagnosis varied from 2 months 
to 30 years. The characteristic main symptoms dur- 
ing the first stage of the disease were recurrent 
hemoptyses and chronic, dry, irritative cough. 
These symptoms were observed in 16 of the 19 
patients, and 13 of them had hemoptyses. The 
second stage of the disease was characterized by 
progressive bronchial stenosis with resulting atelec- 
tasis, chronic pneumonia, and abscesses; these sec- 
ondary changes of the parenchyma, rather than the 
tumors as such, induced the patients to consult a 
physician. Early diagnosis is imperative in order to 
prevent such irreversible pulmonary changes. Al- 
though chest roentgenograms and tomograms may 
reveal the tumor in only 20% of the cases, the 
diagnosis of bronchial adenoma can be established 
with the aid of bronchoscopy and exploratory ex- 
cision followed by microscopic examination. 

Surgical treatment is the method of choice, and 
bronchoscopic removal of the tumor should be 
omitted because of the highly increased risk of re- 
currence. Eighteen of the 19 patients were operated 
on; one patient was not operated on because of 
amyloidosis. Of the 18 patients, 7 had lobectomies, 
6 pneumonectomies, 3 segmental resections, and 2 
bilobectomies. The local removal of the tumor by 
bronchotomy, resection of the bronchus, or seg- 
mental resection is rarely sufficient, and pneu- 
monectomy and lobectomy are required in most 
patients because of secondary parenchymal dam- 
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age. There were 2 operative deaths, representing a 
mortality rate of 11%. Two patients died within 2 
months after the operation, and malignant changes 
occurred after one year in one patient. Fourteen 
patients obtained satisfactory results, and 2 had 
recurrences within 5 and 6 years after the opera- 
tion. Careful postoperative control is required, 
since local occurrences are to be expected in 10% 
of the patients and malignant changes in an addi- 
tional 10%. In case of recurrence, thoracotomy 
should be repeated with radical removal of the 
tumor. The prognosis of such a repeated operation 
is favorable. Metastases of bronchial adenomas are 
rare, but may occur with tumors of the carcinoid 
type. Metastases are not to be considered as con- 
traindications to surgical treatment; solitary sec- 
ondary tumors may be successfully removed sur- 
gically. 


Some Observations Regarding 905 Patients Op- 
erated upon for Protruded Lumbar Intervertebral 
Dise. J. Raaf. Am. J. Surg. 97:388-399 (April) 1959 
[New York]. 


Low-back and sciatic pain remains a complicated 
problem. To learn more about the results obtained 
with surgery, the author reviewed the case histories 
of 817 patients operated on by himself and of 88 
patients operated on by his associates during the 
last 20 years for protruded lumbar intervertebral 
disk. A total of 954 operations for protruded disks 
were performed on these 905 patients. Protruded 
intervertebral disks were found in 76.2% of the 819 
patients on whom the first operation for protruded 
disk was performed by the author or his associates; 
lesions about the nerve root other than disk protru- 
sion were found in 5.5% of the patients; and no 
gross nerve root lesions could be found in the re- 
maining 18.3%. Single protruded disks were found 
in 610 patients. Herniations of the nucleus pulposus 
were found in 558 of these 610 protrusions; 36 pro- 
trusions of the annulus were thought to be the 
cause of symptoms; and in 16 instances both annulus 
and nucleus pulposus were herniated. In 14 patients 
in whom 2 protrusions were found, 24 were hernia- 
tions of the nucleus pulposus and 4 were protru- 
sions of the annulus. 

More than two-thirds of the patients were be- 
tween the ages of 30 and 50 years. A fifth of the 
patients were women. About 70% of the patients 
gave a history of definite back injury. In compar- 
ing the symptoms, signs, and laboratory and roent- 
genologic findings in the 3 groups of patients, it 
was found that there were no significant differences 
between those with protruded disks, those with 
other nerve root lesions, or those without gross 
root lesions. However, a decrease in the achilles 
tendon reflex was found more often in patients 
with a protruded disk at the level of L-5 to S-1, 
and a decrease in the patellar reflex was found 
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more often in those with protruded disks at the 
L-3 to L-4 space. Roentgenographic evidence of 
narrowing of a disk space could not be relied upon 
as evidence of a protruded disk. 

Clinical judgment based on evaluation of the 
symptoms, signs, and laboratory and x-ray findings, 
exclusive of the Pantopaque test, was 82% accurate 
in making the diagnosis of protruded lumbar inter- 
vertebral disk. The Pantopaque test in 765 patients 
was proved to be 82% accurate. Clinical diagnosis 
and the Pantopaque test were simultaneously cor- 
rect in 72% of 765 patients explored for protruded 
disk; both were incorrect in 7%; the clinical opin- 
ion was correct and the Pantopaque study incorrect 
in 11%; the Pantopaque study was correct and the 
clinical opinion incorrect in 10%. The over-all 
results of surgery in the patients operated on for 
protruded lumbar intervertebral disk were excellent 
in 43%, good in 37%, fair in 14%, and poor in 6%. 
In patients receiving compensation the results were 
claimed to be less satisfactory than in those not 
receiving a permanent partial disability award at 
the time their condition became stationary. The 
best results were obtained when a protruded disk 
was removed and no spinal fusion was deemed 
necessary. Surgical complications were few, and 
there were no operative deaths. 


Complications of and Surgical Treatment for Pri- 
mary Tuberculosis in Adults. P. Szigeti and M. 
Frater. Ztschr. Tuberk. 113:12-19 (no. 1-2) 1959 
(In German) [Leipzig, Germany]. 


A review of the literature on primary tubercu- 
losis in adults and children and the authors’ obser- 
vations on adult patients with primary tuberculosis 
showed that complications of primary tuberculosis 
and the tendency of primary tuberculosis to pro- 
gression occur more frequently in adults than in 
children. The authors have subdivided their adult 
patients with primary tuberculosis into 2 main 
groups. The first group consisted of patients with 
tuberculous lymphadenitis, the clinical aspect of 
which was predominated by enlargement of the 
bronchopulmonary lymph nodes. In this group were 
patients with segmental or lobal atelectasis which 
resulted from obstruction or perforation of an en- 
larged bronchopulmonary lymph node. The case 
of a 24-year-old woman with this form of primary 
tuberculosis is reported. On admission to the 
Johannis Hospital in Budapest, the patient's sputum 
was positive, and roentgenographic and broncho- 
scopic examinations revealed a compression stenosis 
of the Nelson type and atelectasis of the 6th seg- 
ment. In the course of one year, during which the 
patient was hospitalized and was given antituber- 
culous chemotherapy, the lymph node shrank, and 
the atelectasis subsided. This observation showed 
that regression of epituberculotic complications, 
which are caused by bronchopulmonary lymph 
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nodes in adult patients, can be achieved by per- 
sistent administration of drugs, although it may 
be difficul. and may take considerable time to 
exert an effect on the lymph node component. 

The second group consisted of patients, whose 
primary tuberculosis was characterized by a com- 
plication in the peribronchial lymph node and in 
the parenchymal focus (primary complex). Two 
cases with complications of this type are reported. 
In the first, the bronchopulmonary lymph node per- 
forated slowly into the bronchus, causing primary 
bronchogenous dissemination by way of a fistula, 
with resulting small and moderately sized foci in 
the lower lobe. The second case occurred in a 20- 
year-old woman a few weeks after delivery; the 
primary tuberculosis was resistant to drug therapy. 
and progression occurred in the peribronchial 
lymph node of the hilus and in the parenchymal 
component of the primary complex. To prevent 
further progression, total resection was carried out 
of the lymph node and of the 6th segment contain- 
ing the parenchymal focus which showed irrepara- 
ble fibrocaseous changes. Plastic surgery of the 
intermediate bronchus was done. Primary healing 
occurred, and the patient made a complete re- 
covery. Surgical treatment thus can be successful 
in adult patients with primary tuberculosis resistant 
to drug therapy. 


Intestinal Angina: Report of a Case with Preopera- 
tive Diagnosis and Surgical Relief. W. P. Mikkelsen 
and J. A. Zaro Jr. New England J. Med. 260:912-914 
(April 30) 1959 [Boston]. 


The authors report on a 62-year-old man in whom 
for 2 years abdominal pain had occurred intermit- 
tently after meals, being occasionally associated 
with and relieved by vomiting. The pain was of a 
squeezing, bloating character and centered in the 
upper and right portions of the abdomen. Although 
it did not occur after every meal, a heavy meal was 
especially likely to precipitate it. Establishment of 
the correct diagnosis of “intestinal angina” (a term 
which most clearly identifies a syndrome of “work” 
intestinal ischemia which may, for months or years, 
precede complete occlusion of the mesenteric ar- 
tery) was facilitated in this patient by the presence 
of advanced occlusive disease of the abdominal 
aorta. However, the “food-pain” relation was dis- 
tinct. A weight loss of 50 Ib. (22.7 kg.) had occurred. 
All laboratory tests and the usual x-ray studies 
yielded normal results. 

At surgical intervention, complete abdominal ex- 
ploration was negative in this patient, with the ex- 
ception of the following vascular abnormalities. 
Occlusion of the abdominal aorta started at a level 
just below the renal arteries and extended to the 
external iliac arteries bilaterally. The inferior mes- 
enteric artery was occluded. The superior mesen- 
teric artery and its intestinal branches were pulse- 
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less; nor was a thrill palpable in this vessel or its 
branches. A thrill, though, was palpable in both 
the hepatic and the splenic arteries, but an ex- 
pansile pulse was absent in both these vessels. 
Whereas ostial atherosclerosis existed, the principal 
cause of the obstruction of the superior mesenteric 
artery proved to be encasement of its first few centi- 
meters by periaortic cicatrization. Successful libera- 
tion and endarterectomy of the superior mesenteric 
artery were carried out. During the 2 months after 
operation the patient gained 8 Ib. (3.6 kg.) in weight, 
the symptoms of anginal pain were completely re- 
lieved, and postcibal distress completely disap- 
peared. A longer postoperative follow-up will be 
required, though, to evaluate accurately this pa- 
tient’s response to the surgical treatment. 

It is believed that the case of this patient is the 
first one in which the diagnosis of intestinal angina 
was recognized preoperatively and in which elec- 
tive surgical treatment was successful. A heretofore 
unrecognized mechanism of impediment to the 
blood flow through the superior mesenteric artery 
was observed. Complete relief from the symptoms 
of intestinal pain followed surgical correction. 


Treatment of Chronic Coronary Insufficiency with 
Bilateral Ligation of the Internal Mammary Artery. 
V. I. Kolesov, Y. N. Vishneevska, A. I. Drevina and 
E. A. Tsalolihhina. Vestnik khir. 82:33-41 (April) 
1959 (In Russian) [Leningrad]. 


Animal experiments (on dogs) demonstrated that 
the internal mammary arteries anastomose with 
those of the pericardium and myocardium. Fifteen 
patients with coronary insufficiency of high degree 
were subjected to ligation of both internal mam- 
mary arteries. Most of these patients had suffered 
attacks of anginal pain for many years and were 
invalids. Nine of them had had a myocardial in- 
farction, and 5 of them had it twice. Medical 
therapy failed to bring about any improvement. 
The follow-up of 10 of the 15 patients revealed 
that they were free from attacks of anginal pain or 
that they suffered from them rarely. The anginal 
pains were not as long lasting as they were pre- 
vious to the operation. The conditions of 2 patients 
were not improved. Of the 13 patients who had 
good results, 12 remained improved, while one re- 
lapsed into the previous condition. The favorable 
clinical effect of the operation was corroborated by 
electrocardiographic changes which showed an im- 
provement in coronary blood circulation. 


Disseminated Lupus Erythematosus of the Alimen- 
tary Tract. J. Bruce and W. Sircus. Lancet 1:795- 
798 (April 18) 1959 [London]. 


The 27-year-old woman whose case is presented 
had 11 attacks of intestinal crises between May, 
1955, and her death in April, 1958. During the first 
attack a presumptive diagnosis of appendicitis was 
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made, and laparotomy was performed. The ab- 
dominal cavity contained about 3 pt. of clear yel- 
low fluid. The small intestine was diffusely con- 
gested, and a few mesenteric nodes were enlarged. 
The appendix and other viscera appeared normal, 
but appendicectomy was carried out. Nausea and 
vomiting continued after the operation, and gastric 
aspiration and intravenous administration of fluid 
and electrolytes were needed. The temperature re- 
mained elevated (102 F), and an erythrocyte sedi- 
mentation rate (E. S. R.) of 65 mm. in one hour was 
noted. Intermittent pyrexia continued until dis- 
charge, and the E. S. R. remained at 100. Because 
of profuse diarrhea, central abdominal colic, and 
repeated vomiting, the patient was readmitted the 
day after discharge. The abdomen was distended 
and tender, and bowel sounds were absent. Vomit- 
ing continued, and hiccups and dehydration neces- 
sitated gastric suction and intravenous therapy. 
Examination with the aid of a barium meal showed 
coarse jejunal mucosa with irregular dilatation of 
the intestinal loops. Repeated blood cultures and 
fecal cultures were negative, and all serum aggluti- 
nation reactions, including Brucella and Paul- 
Bunnell tests, were likewise negative. 

A third attack shortly after discharge responded 
to drip and suction treatment. At a 4th attack about 
6 months later, the uncertainty of the diagnosis and 
the severity of the attacks were considered to justify 
a laparotomy. Free fluid was again present in the 
abdominal cavity. The jejunum was grossly ab- 
normal. The loops were heavy, intensely congested, 
and of a deep plum color. The mesentery was con- 
gested and edematous, and the mesenteric nodes 
were enlarged. Subserous ecchymoses appeared 
wherever the intestine was handled. The 5th at- 
tack of intestinal obstruction came 16 days later 
and was again severe enough to warrant admission. 
At later attacks swelling of the joints and mental 
symptoms appeared. Rubbery, enlarged nodes be- 
came palpable in the axillas and groins. Later liver 
function tests were found to be abnormal. During 
the 9th attack of intestinal obstruction, drip and 
suction therapy were again employed, and L. E. 
cells were now found in the peripheral blood. 

At autopsy histological studies revealed acute 
and chronic vascular lesions of disseminated lupus 
erythematosus throughout the length of the alimen- 
tary tract. 

Osler, in 1895, reported 11 cases of erythema 
exudativum multiforme, in all of which gastroin- 
testinal crises—abdominal colics, usually with vomit- 
ing and diarrhea—were part of the disease. In the 
ensuing half century involvement of the digestive 
tract in disseminated lupus erythematosus, as the 
disease became known, was frequently noted, but 
little was known about the pathological basis of the 
alimentary symptoms. The authors feel that recur- 
rent attacks of transient acute intestinal obstruction 
with segmental ileus in young subjects, especially 
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women, with diarrhea accompanied by pyrexia and 
leukopenia, should suggest the diagnosis of in- 
testinal lupus erythematosus, even in the absence of 
other recognizable phenomena of the systemic dis- 
ease. At laparotomy, swollen, soggy, deeply in- 
jected lengths of small intestine are characteristic. 
The only difficulty in diagnosis—the differentiation 
between recurrent Crohn’s disease and jejunitis 
acuta—may be resolved by observing the transient 
nature of the attacks, with either spontaneous reso- 
lution or rapid improvement on treatment with 
steroids or antihistamines. 


Experience with Gastric Resection by the Péan- 
Rydygier-Billroth I Method. E. Polak and Vojtisek. 
Ann. Surg. 149:475-480 (April) 1959 [Philadelphia]. 


The authors cite the merits of the gastric resec- 
tion methods of the Polish surgeon, Rydygier, and 
the Czech surgeon, Jedli¢ka, as treatment for gastro- 
duodenal ulcer. Rydygier was the first surgeon to 
resect a stomach for stenotic pyloric ulcer, and 
Jedli¢ka provided the first extensive statistics show- 
ing 3% mortality. The authors prefer the Péan- 
Rydygier method of resection on the basis of more 
than 30 years’ experience. This method, in which 
the duodenum along the greater curvature is ana- 
stomosed to the stomach, seems to give the best 
results and is no more difficult than the Billroth II 
method, if the ulcer is removed. 

The authors studied the occurrence and the sig- 
nificance of recurrence of ulcers in patients op- 
erated on at the surgical clinic of the Medical 
Faculty of Hygiene in Prague over a period of 20 
years. After the original resection by the Péan- 
Rydygier method there were 0.65% recurrences; 
after the Billroth II resection, 0.4%; and after pallia- 
tive resection without excision of the ulcer, 1.4%. 
Although it seems easier to perform operative cor- 
rection after the Péan-Rydygier resection than after 
the Billroth II resection, the former resection also 
has its contraindications when the necessary con- 
ditions are not present for the possibility of end-to- 
end anastomosis. The chief contraindications are 
as follows: 1. The duodenum is not suitable for 
anastomosis because it is scarred or altered by a 
deeply penetrating and large ulcer on the posterior 
wall. 2. The position of the ulcer, with fixed cardia 
and immobile duodenum, is too high, so that suture 
cannot be made without tension. However, gaining 
a sufficiently large duodenal stump depends to a 
certain degree on the experience of the operating 
surgeon; the more experienced he is, the more 
rarely must he turn to a blind closure of the duo- 
denum. The second contraindication is even more 
relative. Usually it is possible to leave a sufficiently 
large stump along the greater curvature, and the 
duodenum can be easily mobilized after incision of 
the peritoneum along the lateral wall pars de- 
scendens duodeni, so that suture end to end can 
be made without tension. 
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The individual listing of operations made by the 
senior author of this paper during the last 3 years 
was compared with those performed by all other 
surgeons at the clinic. This surgeon has achieved 
90% operability with the Péan-Rydygier method, 
the mortality being under 1%. His co-workers have 
achieved 78% operability, the mortality being 1.5% 
with the Péan-Rydygier method. The over-all mor- 
tality among patients operated on by all members 
of the clinic staff, using both methods, was 1.9% 
during the last 3 years; there were 25 resections for 
perforated ulcer, 10 operations for massive hemor- 
rhage, and 9 procedures for recurrence of ulcer. 
This shows that resection with gastrojejunal ana- 
stomosis can be limited, and at the same time the 
mortality rate can be kept down to less than 1%. 


Late Results of Vagotomy in Ulcer Disease of 
Stomach and Duodenum. A. N. Filatov and E. A. 
Senchillo. Vestnik khir. 82:50-55 (April) 1959 (In 


Russian) [Leningrad]. 


The authors report on 64 patients with gastric 
and duodenal ulcers who were treated by vagot- 
omy. Sixty patients were followed up. Thirty-eight 
of these were subjected to a subdiaphragmatic 
vagotomy. Nineteen patients were subjected to a 
vagotomy and a gastroenterostomy. Forty-seven pa- 
tients were followed up for from 2% to 10 years. 
The follow-up demonstrated that half of the pa- 
tients became worse as time went on. Best results 
were noted in cases of peptic ulcer and in ulcers of 
the pylorus when vagotomy was combined with 
gastroenterostomy. The authors feel that a favor- 
able result depends on the complete severance of 
all branches of the vagus and on proper evacuation 
of the gastric contents furnished by the gastro- 
enterostomy. They feel that vagotomy may be 
recommended for gastric ulcers located high up in 
the fundus and for duodenal ulcers with a difficult 
approach. Its main indication is recurrence of ulcer 
disease after gastric resection. 


Strangulated Obturator Hernia. U. Muraro. Riforma 
med, 73:332-336 (March 21) 1959 (In Italian) 
[Naples]. 


A successful operative case of strangulated ob- 
turator hernia in a 73-year-old woman is presented. 
The patient had had a crural hernia for 20 years 
without noticing any symptoms of strangulation. 
The author believes that in such a type of hernia 
the problem is more of a diagnostic nature than of 
an operative nature. Mild symptoms and signs, such 
as pain in the internal surface of the radix of the 
thigh, swelling noticed on examination of the 
rectum or the vagina, or a marked sensibility of 
Scarpa’s triangle, are important in the diagnosis of 
strangulated obturator hernia. This type of hernia 
should be suspected especially in cases of intestinal 
occlusion. Intervention through the abdomen is the 
treatment of choice; in case this is not sufficient a 
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femoral incision is of help. Exceptionally and only 
in case of a large hernia which goes to the root of 
the thigh should intervention begin through the 
thigh. The author lays emphasis on the fact that, 
when the diagnosis of strangulated obturator hernia 
is made, or when this condition is suspected, a 
median subumbilical laparotomy, with the patient 
in an exaggerated Trendelenburg position, affords 
a good approach and a clear view of the opera- 
tive area. 


Spontaneous Perforation of the Stomach in the 
Newborn: Analysis of Thirteen Cases. L. M. Linkner 
and C. D. Benson. Ann. Surg. 149:525-533 (April) 
1959 [Philadelphia]. 


The authors report on 13 newborn (4 male and 9 
female) infants operated on for spontaneous rup- 
ture of the stomach at the Children’s Hospital of 
Detroit during the last 10 years. It was hoped that 
similarities would become apparent to establish a 
common etiology and a common clinical picture, 
which should lead to earlier correct diagnosis and, 
consequently, to a higher salvage of these newborn 
infants. The commonest symptoms were marked 
abdominal distention of sudden onset, vomiting, 
and a tympanitic abdomen. Roentgenologic exami- 
nation usually revealed a large amount of free air 
and fluid in the peritoneal cavity or beneath the 
leaves of the diaphragm. The infants were then im- 
mediately prepared for operation. A right para- 
median incision or an incision through the upper 
midline was made. Postoperatively, continuous suc- 
tion was employed until intestinal sounds were 
heard or stools passed. This normally occurred be- 
tween 36 and 48 hours after the operation. Oral 
feedings by eye dropper of glucose solution every 
hour in 2-cc. amounts were then started and grad- 
ually increased in volume. Six of the 13 children 
survived. 

It would seem from those surviving that a delay 
of more than 12 hours from perforation to surgical 
correction is often fatal. It is evident that survival 
was related directly to the promptness with which 
roentgenologic examination of the abdomen was 
made and surgical correction of the defect accom- 
plished. Many factors have been postulated to ex- 
plain the pathogenesis of this condition, but review 
of the site of perforation has provided no clue to 
the etiology. All areas of the stomach were involved 
with almost equal frequency, but the posterior 
gastric wall was involved least frequently. Preg- 
nancy, labor, and delivery were usually normal; 
however, in the mothers of 2 patients toxemia was 
noted. Weight had little to do with the ultimate 
survival. An additional point that might indicate a 
common pathogenesis was the incidence of positive 
blood cultures in 3 patients. It can be postulated 
that septic embolization of the gastric wall might 
produce a local vascular insult sufficient to allow 
the highly acid gastric juice of the newborn infant 
to perforate through all the layers. 
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Subcli::ical or Latent Adrenal Insufficiencies. L. De 
Gennes, H. Bricaire and L. Moreau. Presse méd. 
67:619-622 (March 28) 1959 (In French) [Paris]. 


Subclinical or latent adrenal insufficiency may 
exist even though the clinical signs suggestive of 
such a condition are almost indistinguishable or 
entirely lacking. Any unusual strain on the organ- 
ism, such as an intercurrent infection or the shock 
of an operation, may then overtax the adrenal 
glands, precipitating an episode of acute insuf- 
ficiency and endangering life. Investigation of the 
adrenal function in 10 patients in whom latent 
adrenal insufficiency was revealed by stress pro- 
duced 2 different types of findings: (1) low static 
values of the steroids with a normal or slight in- 
crease in response to ACTH stimulation, and (2) 
normal or slightly lowered steroid values with no 
response to ACTH stimulation. Findings of the first 
type reveal a disturbance of the gland not infre- 
quently seen in hypopituitarism, after prolonged 
corticotherapy, in connection with muscular inac- 
tivity in bed-fast patients, in psychasthenia, and in 
active visceral tuberculosis. 

The adrenal inertia revealed by findings of the 
second type is undoubtedly due to partial but 
definitive impairment of the adrenal glands. Sur- 
gical procedures, especially shock-producing opera- 
tions such as thoracoplasty and pneumoperitoneum, 
are not without danger in patients with adrenal 
inertia and may be followed by collapse related to 
the slowness of the adrenocortical response. It must 
be remembered that lowered urinary steroid values 
are not necessary for a diagnosis of adrenal insuf- 
ficiency in these cases; repeated tests may show 
normal or only slightly lowered values, but in all 
cases the Thorn test fails to produce an increase. 
Clinical signs, such as asthenia, loss of weight, and 
pigmentation, often exist but may be so slight as 
to escape observation unless deliberately looked 
for; they were present in 6 of the authors’ 10 pa- 
tients. 

Latent or subclinical adrenal insufficiencies of 
the kind described almost always represent incipi- 
ent Addison’s disease in which the glandular secre- 
tion is active enough to meet everyday needs but is 
quite incapable of responding to those created by 
a major stress. Collapse in most of the authors’ 
patients was followed by an intensification of the 
Addisonian signs. Adequate hormone treatment will 
restore the balance in most cases and can some- 
times be discontinued after the patient’s recovery 
from the acute attack. Patients should be warned, 
however, that in the event of even slight shock 
they are to be regarded as adrenally inadequate 
and must be treated accordingly. The true status 
of the adrenal gland should also be investigated 
before every operation, so that prophylactic therapy 
can be given before, during, and after the operation 
when needed. This procedure, which has been 
adopted by some surgeons at the authors’ sugges- 
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tion, seems already to have borne fruit and to have 
brought about a reduction in postoperative mor- 
tality attributable to acute adrenal insufficiency. 


Primary and “Accelerated” Early Plastic Surgery 
for Burns. G. Frank. Plast. & Reconstruct. Surg. 
23:313-330 (April) 1959 [Baltimore]. 


The author describes the efforts made at the 
Municipal Hospital in Budapest, Hungary, to 
shorten the time between the burn accident and 
its surgical treatment. He emphasizes the impor- 
tance of terminology in regard to the time elapsed 
between the burn accident and the treatment. He 
differertiates between primary and secondary op- 
erations. A primary operation should be understood 
to mean necrectomy and closure of the wound 
within 48 hours after the accident. The essential 
difference between primary and secondary man- 
agement lies in infection and in the development 
of an inflammatory barrier. The term “late plastic 
repair’ applies to the correction of scar formation 
and of defects. In the group of primary operations 
the author distinguishes between “immediate” and 
“delayed” primary necrectomy and grafting. Im- 
mediate primary operation is the one performed 
within 12 hours, and delayed primary operation is 
that carried out within 48 hours after the burn. In 
the group of secondary operations a distinction is 
made between “accelerated early,” “retarded early,” 
and “overdue” grafting. Accelerated early opera- 
tions are the ones performed within 3 to 14 days 
after the accident, whereas during the ensuing 4 
to 6 weeks the retarded early operations are per- 
formed. 

This report is concerned with the techniques 
employed and the experience obtained in 43 cases 
of primary and 16 cases of accelerated early plastic 
operations for deep burns. In the conclusions the 
author emphasizes the following points: 1. When it 
is certain that a burn involving less than 2% of the 
body surface is deep, primary necrectomy and im- 
mediate wound closure (suture and covering by 
flap or graft) are indicated. 2. When an extensive 
burn is deep, the shock due to burn is no contra- 
indication to operation within the first 48 hours, 
because tolerance can be enhanced by supporting 
the usual antishock measures by pharmacological 
hibernation by means of the lytic cocktail (in burns 
involving up to 10 to 15% of the body surface), or 
by hibernation and hypothermia (in burns more 
extensive than that). Surgical shock can be com- 
batted, and meanwhile the burn shock will be over, 
too. 3. Grafts will take, even if the body tempera- 
ture has been reduced to as low as 28 C (82.4 F), 
and epithelization will result. 4. Primary surgery is 
contraindicated when (a) the deep burn involves 
more than 30 to 40% of the body surface; (b) the 
deep burn is smaller than that but affects also the 
principal donor areas; (c) the necrotic skin cannot 
be removed completely (more than 5% of body sur- 
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face remains necrotic); and (d) the trunk is deeply 
burned circularly, because in such cases only one 
aspect (anterior or posterior) of the body can be 
operated on. 5. When the principal donor areas are 
involved, primary homografting may be employed 
after necrectomy. 6. Only those burns should be 
excised in which there is no chance that epithelial 
regeneration may begin from the wound floor. 7. A 
deep burn in the center of a superficial one can be 
excised and grafted with success. 8. At necrectomy 
each part of the wound base should be examined 
for bleeding. 9. In extensive necrectomy the electro- 
dermatome or Lagrot’s or Humby’s knives are the 
instruments of choice. 10. Only coagulation necrosis 
is suitable for accelerated early plastic surgery 
(necrectomy plus immediate grafting, performed 
within 3 to 14 days after accident). In colliquative 
necrosis it is advisable to be more conservative, and 
the rules of delayed early grafting (2 to 6 weeks) 
should be applied. 


The Importance of Cholangiography on the Op- 
erating Table. B. A. Petrov and V. B. Antonovich. 
Khirurgiya 35:16-20 (no. 4) 1959 (In Russian) 
[Moscow]. 


The authors report on 150 patients with calculous 
disease of the gallbladder and the bile ducts who 
were subjected to cholangiography in the course of 
operation. In 44 out of 113 patients with stones in 
the gallbladder, the common bile duct was demon- 
strated to have stones in it. Jaundice was present 
in only 24 of the 44 patients; stones were palpated 
in the common bile duct in 25; and in 16 stones 
were demonstrated only by cholangiography. 


Cancer Cells in the Blood: A Five to Nine Year 
Follow-up Study. H. C. Engell. Ann. Surg. 149:457- 
461 (April) 1959 [Philadelphia]. 


Blood samples from 125 patients with cancer, 
most of whom had intestinal carcinomas, were ex- 
amined for tumor cells. Samples were drawn from 
the tumor area and from peripheral blood during 
operation for removal of the primary growth. 
Tumor cells were found in 34% of the grade 2 
tumors, in 76% of the grade 3 tumors, and in 100% 
of the grade 4 tumors. The assumption that a cer- 
tain number of patients, on whom radical operation 
had been performed and who had tumor cells in 
the blood, would survive a 5-year period has been 
confirmed by a 5-to-9-year follow-up study of the 
patients. Of the 125 patients, 55 were alive after 
5 to 9 years. Tumor cells were found in the blood 
of 76 of the 125 patients. Of the 55 surviving pa- 
tients, 28 had cancer cells in their blood at the time 
of operation. In the vast majority of these patients 
all tumor cells disseminated into the blood must 
have perished in the blood stream. This illustrates 
that no prognostic conclusion can be drawn from 
the appearance of tumor cells in the blood. The 
presence of such cells in the blood during surgical 
resection of a tumor area has been found to be 
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related, primarily, to histological differentiation of 
the tumor, and, to a less degree, to local extension, 
while surgical trauma seems to be of little conse- 
quence in venous spread of cancer cells from colonic 
and rectal carcinomas. Operative trauma plays a 
minor role in patients with intestinal carcinomas. 


The Role of Surgery in the Management of Uni- 
lateral Pleural Effusion. T. B. Ferguson and T. H. 
Burford. Ann. Int. Med. 50:981-998 (April) 1959 
{Lancaster, Pa.]. 


The most common causes of persistent unilateral 
pleural effusion are tuberculosis, metastatic car- 
cinoma, and heart failure, but a variety of other 
disease processes can give rise to such fluid col- 
lections. Determination of the etiology of such an 
effusion may prove difficult. One of the authors 
(T. H. B.) has been of the opinion that major ex- 
ploratory thoracotomy should be done in patients 
of this type in whom the diagnosis cannot be ob- 
tained by any of the usual methods. The advantages 
of major thoracotomy are several. Tissue can be 
obtained for histological and bacteriological study 
with the certainty that the biopsy is representative. 
Decortication of the compressed lung can be done 
when necessary, and, if dyspnea due to rapid re- 
accumulation of fluid is a problem, this complica- 
tion can be controlled by obliterating the pleural 
space with a parietal pleurectomy. If an active 
tuberculous process is found, the patient can then 
be placed on bed rest and antituberculous therapy. 
If a malignant lesion is present, palliation can be 
achieved by relieving the dyspnea caused by fluid 
accumulation. 

The authors present observations on 21 patients 
with persistent unilateral pleural effusion, whom 
they observed during the last 7 years. The average 
age of the patients was 51 years, and the group 
included 16 males and 5 females. Fluid accumula- 
tion had persisted for an average of 3% months. 
The effusion contained gross blood in 7 of the 21 
patients. After the usual diagnostic methods had 
failed, all the patients were subjected to elective 
exploratory thoracotomy. Only 3 patients proved to 
have malignant disease at operation. Of the remain- 
ing 18 patients, 6 had tuberculous pleuritis, and 12 
had nonspecific inflammation of the pleura. The 
presence of blood in the effusion was of no help in 
determining whether the causative process was 
neoplastic or inflammatory. Of the 7 patients with 
a bloody effusion, 1 had cancer, and 6 had inflam- 
matory disease. All the patients derived therapeutic 
benefit from operation. Restoration of lung func- 
tion was accomplished by decortication when a 
constricting membrane was present. Fluid reac- 
cumulation was permanently abolished by perform- 
ing a total parietal pleurectomy. Sixteen of the 21 
patients are clinically well more than 3 years after 
operation, including 6 patients with active tuber- 
culosis of the pleura. The authors conclude that 
exploratory thoracotomy with pleural biopsy, de- 
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cortication, and parietal pleurectomy should be- 
come an integral part of the management of every 
patient who has a persistent undiagnosed unilateral 
effusion. 


Coarctatio Aortae Abdominalis. A. L. D’Abreu, 
C. G. Rob and J. F. Vollmar. Arch. klin. Chir. 290: 
521-546 (no. 6) 1959 (In German) [Berlin]. 


The authors report on a 58-year-old woman and 
on a 40-year-old man with coarctation of the ab- 
dominal aorta, who were operated on in the sur- 
gical departments of St. Mary’s Hospital in London 
and the Queen Elizabeth Hospital in Birmingham, 
England, during 1957-1958. The woman had a 
segmental coarctation of the abdominal aorta with 
localization below the origin of the renal arteries. 
Signs of intermittent claudication predominated in 
the clinical picture. The onset of symptoms oc- 
curred when the patient was 40 years old. For 6 
years an erroneous diagnosis of multiple sclerosis 
was maintained, and later an erroneous diagnosis of 
thrombosis of the aorta was made. High lumbar 
aortography revealed coarctation of the aorta. Con- 
siderable improvement of the blood circulation in 
the lower portion of the body resulted from a 
splenoaortic bypass operation with insertion of a 
homologous arterial graft. Coarctation of an un- 
usually long segment of the abdominal aorta of the 
“deep” thoracicoabdominal type was found in the 
man. Hypertension of 15 years’ duration, represent- 
ing the clinical guiding symptom, had been treated 
unsuccessfully with drugs and by thoracolumbar 
sympathectomy. Symptoms of intermittent claudi- 
cation were present for the last 5 years. Resection 
of a constricted area of about 20 cm. in length could 
not be considered because of its location. An almost 
complete cure of the deficient circulation of the 
caudal portion of the body and of the hyptertension 
of the upper portion of the body resulted from an 
aortoaortic bypass. Twenty-two additional cases of 
coarctation of the abdominal aorta in 11 men and 
11 women, of the average age of 34.2 years at the 
time the clinical diagnosis was made, were collected 
from the literature. 

The following types of coarctation of the ab- 
dominal aorta may be distinguished from the mor- 
phologic viewpoint and from that of localization: 
(1) segmental and hypoplastic type and (2) infra- 
renal, intrarenal, and suprarenal type. The close 
topographic relationship of most of the forms of 
coarctation with the renal arteries may result not 
too rarely in a partial or complete occlusion of 
these arteries. The clinical picture, as a rule, is pre- 
dominated by the signs of deficient arterial circula- 
tion of the lower portion of the body (intermittent 
claudication of the legs), and less frequently by 
hypertension of the upper half of the body or by 
signs of an overload placed on the heart. The diag- 
nosis is supported primarily by the demonstration 
of a deep (thoracicoabdominal) collateral circula- 
tion (pulsating vessels at the borderline of the 
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thorax and abdomen, bone erosion at the lowest 
ribs, vascular sounds in the course of the abdominal 
aorta and at the back). The diagnosis of the vas- 
cular narrowing can be established by aortography. 
Thrombosis of the aorta and essential or renal 
hypertension are the most frequently made errone- 
ous diagnoses. Direct operative removal of the 
coarctation is indicated only in patients with short 
constricted segments, which are cranial or caudal 
of the “critical” zone of origin of the large visceral 
arteries. A bypass operation is to be preferred for 
coarctation in the “critical” zone. Sympathectomy 
should be limited to cases of the hypoplastic type; 
it is a purely palliative measure, and its results in 
patients with coarctation of the abdominal aorta 
were disappointing. 


Disability Following Gastric Surgery for Benign 
Disease, as Observed by the Internist. E. D. Palmer. 
Ann. Int. Med. 50:928-935 (April) 1959 [Lancaster, 
Pa.]. 


This report deals with 157 patients who had had 
a stomach operation for benign disease, and who 
subsequently either consulted a medical outpatient 
clinic or were referred to a medical hospital ward. 
In 83 instances the operation had been a Billroth 
2 subtotal gastrectomy; in 40, vagotomy and gastro- 
enterostomy; in 29, simple gastroenterostomy; and 
in 5, total gastrectomy. The operations had been 
done by many surgeons in many hospitals. No 
effort was made to evaluate the effectiveness of 
different operative procedures. All the patients 
were hospitalized for at least part of the study. In 
addition to the usual clinical evaluation, they were 
studied by periodic upper gastrointestinal roent- 
genography and gastroscopy. The patients who had 
undergone total gastrectomy were examined by 
esophagoscopy and by jejunoscopy. Thirty-two of 
the other patients were also studied esophagos- 
copically. 

In 56% of the patients, an organic postoperative 
complication was found, with or without addi- 
tional functional problems, and in many of them a 
new set of symptoms had replaced the preoperative 
ones, often a long period after surgery. In the other 
44%, the symptoms were judged to have a nonor- 
ganic basis. Except for the 29 patients who had 
been treated by simple gastroenterostomy, and in 
23 of whom organic causes were found, the causes 
of the disability were rather evenly divided be- 
tween the organic and the nonorganic. Many of 
the patients in whom a specific organic diagnosis 
was possible also had nonorganic problems, both 
physiological and emotional. Forty-three of the pa- 
tients came to medical attention because of upper 
gastrointestinal hemorrhage. These included all the 
patients in whom erosive esophagitis and gastritis 
were diagnosed during active bleeding by esoph- 
agogastroscopy. Anastomotic ulcer, gastric ulcer at a 
distance from the stoma, and active duodenal ulcer 
accounted for the hemorrhage in most of the others. 
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No cause was found in 7 patients who could not 
be examined until bleeding had stopped for some 
time. One of the more interesting causes of bleed- 
ing was adenoma of the jejunum, arising just below 
the stoma; this was discovered in 3 patients who 
had had subtotal gastrectomy. They were treated by 
local excision with revision of the stoma. Gastric 
carcinoma eventually developed in 2 patients who 
had been operated on for duodenal ulcer. In one of 
them symptoms leading to the discovery of cancer 
began 26 years after subtotal gastrectomy. The 
other patient had had a vagotomy and gastroen- 
terostomy 8 years previously. 

The most significant feature of the group without 
organic disease was that all but 4 of the 69 patients 
had been operated on because of duodenal ulcer 
and that only 3 of these had had an organic ulcer 
complication. Complaints in this group included 
the dumping syndrome, or anorexia, nausea, vomit- 
ing, weight loss, diarrhea, and fainting in various 
combinations. The most difficult group was com- 
posed of 30 patients who just had not felt well 
since operation. They never seemed sure of how 
they had changed. They did not feel the way they 
had before, but neither did they feel the way they 
thought they should now. Some seemed to have 
undergone an emotional change. They seemed to 
be abnormally dependent on both medical and 
family figures in a compulsive sort of way, some- 
times but not regularly using the fact of their op- 
eration to manipulate their surroundings. Addi- 
tional surgery was carried out in 48 of the 157 pa- 
tients, and 2 were subjected to esophageal dilata- 
tion. The others, including those with nonorganic 
lesions, were treated by conservative medical meas- 
ures and by interview therapy. 


Modification of Blood Clotting Abnormalities by 
Splenectomy in Chronic Idiopathic Thrombocyto- 
penia. G. Winckelmann. Ztschr. klin. Med. 155:536- 
543 (no. 6) 1959 (In German) [Berlin]. 

The author studied the influence of splenectomy 
on the processes involved in blood coagulation in 
10 patients (9 women and 1 man) with idiopathic 
thrombocytopenic purpura. Particular attention was 
given to the maximal retractility of the clot in the 
graph illustrating the clotting process, the con- 
sumption of prothrombin, and the thrombocyte 
count after splenectomy. After a successful splenec- 
tomy there occurred within 6 hours, despite only a 
minor increase in thrombocytes, a noticeable in- 
crease in the density of the clot and a growing 
consumption of prothrombin, that is, the platelet 
function was increased. The prompt postoperative 
onset of the emergence of functionally adequate 
thrombocytes into the circulating blood was at- 
tributed to the abolishment of a splenogenic inhibi- 
tory effect on the bone marrow. In addition, the 
favorable hemostatic effect of splenectomy even in 
the presence of a low thrombocyte count indicated 
a favorable modification of the vascular factor. In 
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6 patients the splenectomy achieved complete im- 
provement of their defect, with normalization of 
the thrombocyte count, of the changed coagulation 
process, as well as permanent improvement in the 
clinical symptoms. In one patient the bleeding 
tendency disappeared coincidentally with normali- 
zation of the capillary resistance and of the bleed- 
ing time, whereas the thrombocyte count and the 
disturbances in coagulation remained unchanged. In 
the remaining 3 patients splenectomy was followed 
by only a slight improvement in the hemorrhagic 
diathesis. 


NEUROLOGY & PSYCHIATRY 


Twenty-Six Cases of Atherosclerotic Obstruction of 
the Sylvian Artery. T. Alajouanine, P. Castaigne, 
F. Lhermitte and others. Semaine hép. Paris 35: 
1145-1149 (March 28) 1959 (In French) [Paris]. 


Obstructive atherosclerosis of the sylvian (middle 
cerebral) artery is one of the most frequent and 
recognized causes of softening in the region of the 
sylvian artery, but the arterial lesions and their 
connection with the cerebral necrosis are by no 
means well known. Special interest, therefore, at- 
taches to the findings in 26 cases in which athero- 
sclerotic obstruction of the sylvian artery was dem- 
onstrated by arteriography, because they make it 
possible to relate the clinical picture to the site of 
the obstruction. The anatomic and clinical correla- 
tions thus established help to clarify the physiopa- 
thology of the circulatory disturbances. 

Classification of the atherosclerotic obstructions 
according to their position in the arterial trunk re- 
vealed 3 principal groups: (1) those occurring at 
the origin, which deprive the whole of the artery, 
including its perforators, of normal blood supply; 
(2) those at the threshold of the insula, where the 
arteries of the cortical and subcortical territory 
originate: among these, only the anterior temporal, 
already detached from the trunk of the sylvian, can 
escape the consequences of the obstruction; and (3) 
those at the origin of the trunk of the ascending 
arteries, on which the irrigation of the frontal and 
parietal convolutions largely depends. 

The onset of the symptoms was almost always 
abrupt (23 cases), but loss of consciousness was 
comparatively rare (4 cases). A rapidly progressive 
development, within a few hours, of major disorders 
was much less common, having been observed only 
twice. A most unusual onset, finally, was seen in 2 
patients in whom the disturbances increased little 
by little over a period of months. Premonitory signs, 
reported in nearly half the cases, consisted of pare- 
sis in 2; transient but always recurring paresthesias, 
lasting for minutes or hours, in 5; critical sensory 
or motor phenomena in 2; and headache in 3. 
These signs preceded the stroke by only a few days 
in 2 cases, but more often they revealed the devel- 
opment of the arterial process for months or even 
years before the onset of hemiplegia. 
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Hemiplegia and aphasia are the characteristic 
disturbances of cerebral softening due to obstruc- 
tion of the sylvian artery, but they vary greatly in 
intensity. Different clinical pictures may, therefore, 
be produced by obstructions in one site, and, at 
the same time, the pictures produced by obstruc- 
tions in several different sites may be identical. It 
follows, then, that some intermediate factor capable 
of explaining the variability of the circulatory def- 
icit and its regular predominance in the same re- 
gions of the brain must intervene between the ob- 
struction of the artery and the development of 
ischemia. This faotor is to be found in the variabil- 
ity of the collateral circulation, which is supplied 
by meningeal anastomoses differing widely in their 
effectiveness and in the conditions under which 
they are brought into play. The insufficiency of the 
meningeal anastomotic networks also explains why 
cerebral softening due to obstruction of the sylvian 
artery is much more stereotyped in its expression 
and also, on the whole, much more serious than 
that caused by obstruction of the internal carotid 
artery, the consequences of which depend largely 
on the ability of the circle of Willis to provide col- 
lateral circulation. 

Arteriographic studies in 86 patients in whom 
cerebral vascular accidents had occurred showed 
that one-third were due to obstruction of the sylvian 
artery, one-third to obstruction of the internal 
carotid artery, and one-third to undetermined 
causes. Arterial bifurcations are known to be an 
elective site for atherosclerotic lesions, and it is 
interesting in this connection to note the close ana- 
tomic similarity between the internal carotid and 
the sylvian arteries at their points of origin. Both 
arteries continue in the direction of the vessels 
from which they take their origin, and both receive 
the greater share of the blood carried by the parent 
vessel. The external carotid and the anterior cere- 
bral arteries, on the other hand, receive the smaller 
share and branch off at a definite angle. The simi- 
larity of the morphologic and hemodynamic condi- 
tions at these 2 points of bifurcation in the arterial 
system inevitably invites comparison with the simi- 
larity of the lesions to which they are subject. 


Bilateral Obstruction of the Internal Carotid. T. Ala- 
jouanine, P. Castaigne, F. Lhermitte and others. 
Semaine hdép. Paris 35:1149-1160 (March 28) 1959 
(In French) [Paris]. 


The clinical and anatomic findings obtained in 
studying 5 patients with bilateral obstruction of the 
internal carotid arteries clearly revealed the im- 
portance of the collateral circulation in determining 
the effect of such an obstruction on the cerebral 
circulation. Complete suppression of the arterial 
supply of the internal carotid does not necessarily 
lead to necrosis of the whole of the parenchyma 
supplied by the middle and anterior cerebral ar- 
teries. Arteriographic studies made by the authors 
in 3 of their 5 patients show that partial reestab- 
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lishment of the circulation takes place by way of 
the ophthalmic artery, the posterior communicating 
arteries, and perhaps the superficial anastomoses. 
Intermediate conditions of every kind are to be 
found between the cases in which the inadequacy 
of the collaterals makes bilateral carotid obstruction 
a fatal accident and those in which the collateral 
vessels are able to satisfy the requirements of the 
cerebral circulation. 

The manifestations that characterize bilateral, as 
well as all other forms of cerebral arterial obstruc- 
tion are linked to many other imperfectly under- 
stood factors. A few points, however, may be noted. 
1. Collaterals adapt themselves to the new condi- 
tions created by the obstruction of a vessel, and 
the more slowly the obstruction develops, the bet- 
ter the adaptation. This fact was illustrated by the 
severity and abrupt onset of 2 cerebral accidents 
due to emboli in one of the patients, who had com- 
plex heart disease, as compared with the long his- 
tory of transient disturbances presented by 2 other 
patients who had atherosclerotic thromboses, one 
of whom is leading a normal life in spite of the 
bilateral obstruction, while the other lived for a 
fairly long time (2 years and 3 months), although 
he had an occlusion of the vertebral artery as well 
as bilateral obstruction of the internal carotid ar- 
teries. 2. All parts of the brain are not equally ex- 
posed to the danger of ischemia by obstruction of 
the internal carotid arteries, but too many variables 
are involved to permit the formulation of a general 
rule. It was noteworthy, however, that in the 3 
cases in which an autopsy was performed, the re- 
gion of the sylvian artery was the site of important 
lesions, while the regions of the anterior and pos- 
terior cerebral arteries were only slightly or not at 
all affected. This is readily understandable in the 
case of the posterior cerebral artery but not so easy 
to explain in the case of the anterior cerebral 
artery. This unequal distribution of the lesions re- 
sults from the anatomic and hemodynamic condi- 
tions governing the new organization of the circu- 
lation. Some of these are connected with the fact 
that the flow in the sylvian artery is greater than 
the flow in the anterior cerebral, so that, with a 
lessened arterial supply, the territory supplied by 
the latter vessel will be the one more easily irri- 
gated; others depend on the capacities of the 3 
components of the anastomotic network. A contrast 
medium injected into the ophthalmic artery after 
bilateral obstruction of the internal carotids, for 
example, enters the anterior cerebral in preference 
to the sylvian artery, whereas after unilateral ob- 
struction the anterior cerebral is regularly injected 
by way of the contralateral carotid artery. The vast 
territory of the sylvian artery may be revascular- 
ized by the posterior communicating artery, but the 
fact that this vessel is often reduced in caliber 
readily explains its inadequacy as a collateral. The 
superficial networks participate, of course, in the 
work of revascularization, but their capacity is 
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limited. Circulatory inequalities leading to varying 
degrees of necrosis are also to be found within the 
sylvian region itself. The clinical characteristics and 
course of the manifestations of bilateral obstruction 
of the internal carotid arteries thus depend on the 
intensity, duration, and site of the ischemia to 
which it gives rise. 


The Cerebral Arteritis of Bacterial Endocarditis: 
Its Late Complications. T. Alajouanine, P. Cas- 
taigne, F. Lhermitte and J. Cambier. Semaine hép. 
Paris 35:1160-1165 (March 28) 1959 (In French) 
[Paris]. 


Cerebral accidents in patients with bacterial 
endocarditis may occur at any time during the 
course of the disease or months or even years later. 
They are almost always the result of an arterial 
process ending in cerebral softening or a cerebral 
or meningeal hemorrhage. Hemiplegia is the com- 
monest clinical expression of such an accident. 
Clinical, arteriographic, and biological data ob- 
tained in 3 personal cases serve to define the nature 
of the arterial lesion, the mechanism of the acci- 
dents it engenders, and its future after the subsi- 
dence of the infection. The first patient was a 33- 
year-old man in whom hemiplegia on the right 
side, accompanied by aphasia, appeared at the 
beginning of an attack of bacterial endocarditis due 
to a streptococcus of the viridans group. The car- 
diac infection responded rapidly to treatment with 
antibiotics, but the hemiplegia and aphasia showed 
little improvement. Two arteriograms of the left 
carotid artery, one taken during the initial phase of 
the hemiplegia and one 3 months later, revealed an 
aneurysm at the end of the left internal carotid 
and obstruction of this segment of the artery. A 
cerebrospinal fluid specimen obtained on the third 
day of the illness contained 2,500 cells per cubic 
centimeter, 95% of which were polymorphonuclear 
leukocytes. 

The second patient was a 20-year-old youth who 
was suddenly affected by a predominantly brachio- 
facial hemiplegia on the left side 5 months after 
the clinical and biological cure of an attack of bac- 
terial endocarditis unaccompanied by neurological 
signs of any kind. Arteriography revealed a narrow- 
ing of the last 2 cm. of the carotid, with an ob- 
struction blocking the openings of the middle and 
anterior cerebral arteries and, finally, a calcifica- 
tion situated at the level of the obstruction. The 
cerebrospinal fluid contained 700 cells (80% lym- 
phocytes) per cubic centimeter. No signs were 
found to indicate a resumption of the endocarditic 
process. 

The third patient was a 47-year-old man with 
aortic insufficiency of rheumatic origin, who re- 
covered completely from an attack of bacterial 
endocarditis after having been treated with peni- 
cillin for one month. Two years later a left-sided 
hemiplegia appeared abruptly during exposure to 
severe cold weather. Serious sequelae developed, 
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and 18 months later the patient was hospitalized 
at the Clinique des Maladies du Systeme Nerveux, 
Paris, so that he could be given reeducative therapy 
for motor and speech disturbances. Arteriography 
of the right carotid revealed complete obstruction 
at the origin of the sylvian artery and a small aneu- 
rysm at the bifurcation of the internal carotid. 

The cerebral accident in each of these 3 cases 
was undeniably softening produced by an obstruc- 
tion at the junction of the carotid and sylvian ar- 
teries. The circumstances in which it became mani- 
fest, however, and the findings on arteriographic 
examination of the patients contribute to an under- 
standing of the arteritis accompanying bacterial 
endocarditis. The arteriographic pictures leave no 
doubt that the lesion responsible for the cerebral 
disturbances consists of a focal injury to the arterial 
wall and the changes occasioned thereby. The 
processes illustrated—narrowing of the lumen of 
the carotid, arterial obstruction, aneurysmal dilata- 
tion, intraparietal calcification—evoke those already 
familiar in the arteries of the limbs and other terri- 
tories of the body—inflammatory infiltration and 
alteration of the vessel wall ending either in ob- 
struction or aneurysmal dilatation. The interval 
between the cure of the endocarditis and the oc- 
currence of the cerebral accident in the last 2 pa- 
tients (5 months and 2 years, respectively) seems to 
show that inapparent lesions may become estab- 
lished in the carotid and sylvian arteries during the 
course of bacterial endocarditis and that they may 
continue to develop independently after the endo- 
carditis has been cured. The inflammatory reaction 
in the cerebrospinal fluid of the first 2 patients sug- 
gests either the latent development or the reawak- 
ening of arteritic foci. The location of the arterial 
lesions at the bifurcation of the internal carotid 
can perhaps be explained by the hemodynamic 
conditions found in that region. These conditions 
are known to be a determining factor in the local- 
ization of atheroma and the elective localization 
of sylvian thromboses. It may be noted that 
aneurysms of the cerebral arterioles can only re- 
veal themselves by rupture, whereas accidents of 
ischemic necrosis, such as those reported by the 
authors, imply the obstruction of a major arterial 
trunk. This may explain the heretofore classic dis- 
tinction made between aneurysms, which were at- 
tributed to arteritis, and obstructions, for which 
embolism was considered responsible. 


Cerebral Atrophy Associated with Boxing. K. T. 
Neubuerger, D. W. Sinton and J. Denst. A. M. A. 
Arch. Neurol. & Psychiat. 81:403-408 (April) 1959 
[Chicago]. 

While neuropsychiatric complications in boxers 
are well known, few reports have been published 
on the cerebral pathological aspects, particularly 
with regard to the late sequelae. The authors made 
studies on 2 patients with dementia pugilistica. 
Cerebral cortical biopsy in one patient revealed 
mild neuronal degeneration and definite plasmatic 
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gliosis in the lower cortex. The brain of the other 
patient was severely atrophic, presenting a picture 
which grossly and microscopically resembled pre- 
senile brain atrophy (Pick’s disease). As in other 
cases, the disease became manifest some years after 
cessation of professional boxing. The authors com- 
pare observations on their patients with descrip- 
tions of the pathological aspect of dementia pugil- 
istica given by German investigators, who felt that 
the term “dementia pugilistica” should be reserved 
for cases of chronic progressive disorders develop- 
ing after a symptom-free interval, and that neuro- 
logical disturbances arising in immediate connec- 
tion with head injuries should be called “traumatic 
encephalopathy of boxers.” While the 2 cases pre- 
sented have failed to reveal argentophilic changes, 
undoubtedly they belong in the group of senile and 
presenile cerebral involutions (senile brain atrophy, 
Pick’s and Alzheimer’s diseases). The mechanism of 
involution is understood best with the help of von 
Braunmiihl’s theory on the process of aging of the 
colloids of the brain. This process is characterized 
by diminution in the degree of dispersity of the 
colloids and by the separation of the medium of 
dispersion into 2 phases of different colloidal con- 
tent, one of which consists of concentrated colloid 
with little water, and the other of a thin, watery 
medium with little colloid. 

The authors feel that the pathogenesis of the 
traumatic lesions in their cases may be explained 
in accordance with the views of Brandenburg and 
Hallervorden and of Grahmann and Ule, which 
were predicated on von Braunmiihl’s theory. These 
authors believed that the cerebral alterations are 
thixotropic in origin. [Thixotropy, a term used in 
colloid chemistry, is the disturbance of the gel-sol 
equilibrium caused by shaking, stirring, ultrasound, 
or other mechanical factors.] Concussion produces 
a change in the colloid medium of the cerebral 
tissue, according to Hallervorden. Boxers may be 
subject to repeated concussions that, although often 
subliminal, may be assumed to incur sequelae. This 
supposition is substantiated by electroencephalo- 
graphic abnormalities in boxers. It is suggested that, 
in the absence of focal lesions, the pathogenesis is 
explained best on the basis of a thixotropic process, 
leading to premature aging of the brain. These 
cases emphasize the complexity of the pathological 
processes and the desirability of careful examina- 
tion of the brains of former boxers. 


PEDIATRICS 


Cord-Blood Findings in ABO Haemolytic Disease. 
G. H. Tovey, E. M. Gillespie, J. Guy and others. 
Lancet 1:860-863 (April 25) 1959 [London]. 


The authors studied samples of cord blood col- 
lected from 575 babies at Southmead Hospital in 
Bristol, England, whose mothers were known to be 
group O, since hemolytic disease caused by ABO 
incompatibility in the newborn infant is most fre- 
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quent in babies born of group O mothers. In 393 
of the 575 infants the baby’s blood group was O, 
i. e., “compatible”; in the remaining 182 infants it 
was A or B, i. e., “incompatible.” Of the 393 blood 
group O infants, 23 (6%) were deeply jaundiced, 
113 (29%) were slightly jaundiced, and 257 (65%) 
were not jaundiced. Of the 182 blood group A or B 
infants, 18 (12%) were deeply jaundiced, 54 (28%) 
were slightly jaundiced, and 110 (60%) were not 
jaundiced. The incidence of slight jaundice thus 
was not significantly different in compatible and 
incompatible infants. By contrast, deep jaundice 
was more frequent in the ABO incompatible infants. 
The hemoglobin level in the cord blood samples 
obtained from compatible infants was neither in 
range nor in mean significantly different from the 
cord blood hemoglobin level of the incompatible 
babies. While the mean of the serum bilirubin 
level in the cord blood samples obtained from 
compatible infants did not differ significantly from 
that in the incompatible infants, there was a dif- 
ference in range (0.6 to 3.5 mg. per 100 cc. in the 
compatible infants, and 0.5 to 4.7 mg. per 100 ce. 
in the incompatible infants). 

Hemoglobin and serum bilirubin levels in the 
cord blood samples did not correlate well with the 
clinical progress of the infant, and a cord hemo- 
globin level below 16.6 Gm. per 100 ce. or a bili- 
rubin level above 3 mg. per 100 cc. is not necessar- 
ily an indication for an exchange transfusion in this 
condition. The modified direct antiglobulin and so- 
dium chloride solution fragility tests, proposed by 
Rosenfield, and the reticulocyte counts did not fa- 
cilitate the diagnosis. Deep jaundice appeared 
earlier and more frequently after ABO heterospe- 
cific pregnancy than homospecific pregnancy. The 
highest over-all incidence of neonatal jaundice was 
in babies immature by age of gestation, and it was 
not influenced by ABO incompatibility. The clin- 
ical assessment and cord blood examination thus 
showed the need for caution in the interpretation 
of cord blood findings in infants thought likely 
to show ABO hemolytic disease. Exchange trans- 
fusion for ABO hemolytic disease is not necessary 
unless the serum bilirubin rises to dangerous levels. 
This can be determined only by close observation 
and repeated measurement of the serum bilirubin 
level. 


Studies on the Occurrence of Bacteremia in Rheu- 
matic Fever. C. J. Marienfeld, G. Scheff, E. Hackett 
and D. Jones. J. Chron. Dis. 9:334-352 (April) 1959 
[St. Louis]. 


This study which is based on findings obtained 
from cultures of blood in 185 patients with rheu- 
matic fever, and in a comparable series of 100 non- 
rheumatic contratest patients, deals with the pos- 
sibility that an enterococcus-like organism may 
serve to continue the rheumatic fever instigated 
by group A streptococci. The ages of the patients 
ranged from 5 to 15 years. Three hundred eighty- 
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five blood cultures were obtained from the 185 pa- 
tients with rheumatic fever, and 124 blood cultures 
were drawn from the untreated 100 patients in the 
contratest group. Fifty of the 100 patients had 
afebrile illnesses, and 50 had febrile illnesses of 
various types. 

Of those patients in both groups who had re- 
ceived no treatment, the results on the occurrence 
of bacteremia were as follows: Diplostreptococcus 
organisms were found in 66% of the 36 patients 
with rheumatic fever in the acute stage, in 22% of 
the 9 patients in the convalescent stage, and in 
10% of the 53 patients in the inactive stage. The 
percentage of positive cultures, including staphylo- 
coccic contaminants, was 14% in the febrile contra- 
test patients and 12% in the afebrile contratest 
patients. The high percentage of positive cultures 
in the rheumatic patients appeared to be related 
to both the acuteness of the disease and the ab- 
sence of antibiotic or salicylate medication. The 
organisms obtained have been identified as being 
most closely related to the enterococcus group of 
streptococci, most of them belonging to group D. 
It is suggested that the presence of these organisms 
in the blood stream may be an indication of their 
importance in the pathogenesis of the rheumatic 
process initiated by group A beta-hemolytic strepto- 
cocci. 


Vaccination Against Whooping Cough: The Final 
Report to the Whooping-Cough Immunization 
Committee of the Medical Research Council and 
to the Medical Officers of Health for Battersea 
and Wandsworth, Bradford, Liverpool, and New- 
castle. S. Bedson, P. Armitage, W. C. Cockburn 
and others. Brit. M. J. 1:994-1000 (April 18) 1959 
[London]. 


The authors report the results of field trials with 
7 different pertussis vaccines made in various parts 
of England; in these trials 13,029 children attend- 
ing local authority clinics were inoculated and 
followed up for 2 or 3 years. The results of the 
trials clearly showed that it was possible to pro- 
duce by vaccination a high degree of protection 
against whooping cough, as shown by the sub- 
stantial reduction in the attack rate among home 
contacts, and, in those cases in which vaccination 
failed to give complete protection, it was possible 
to reduce the severity and duration of the disease. 
The different vaccines employed varied in their 
protective action. Of 2 vaccines prepared in liquid 
medium, one was not significantly different in its 
protective properties from the vaccine prepared 
on solid medium; the other was significantly dif- 
ferent, but the reason for this was not clear and 
the number of observations was small. The protec- 
tive antigen extracted from Hemophilus pertussis 
by Pillemer and co-workers in 1954 was, in the con- 
centration used, more effective in its protective 
action than a whole bacterial vaccine, but caused 
more reactions. The protective action induced by 
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a pertussis vaccine mixed with diphtheria toxoid 
(F. T.) was similar to that induced by the same 
pertussis vaccine alone. 

The results of serologic tests in the trial of the 
mixed vaccine showed that the diphtheria antitoxin 
response was slightly less in a group of children 
receiving 3 doses of the mixed vaccine than in a 
similar but slightly older group of children who 
received 2 doses of a purified diphtheria toxoid 
precipitated by aluminum phosphate (PTAP). 
Serologic tests were also made of the ability of 
the pertussis vaccines to produce specific agglutinin 
in mice and in children. The results, together with 
those previously obtained, were compared with the 
degree of protection afforded in children. A general 
correlation was obtained with whole bacterial 
vaccines between protection and agglutinin pro- 
duction, but not with Pillemer’s antigenic fraction. 
Thus, agglutinin production cannot always be 
taken as evidence of protective activity. 

The 7 vaccines were assayed for their protective 
potency by the intracerebral mouse protection test, 
and their relative potencies were compared, to- 
gether with those of the 18 vaccines used in pre- 
vious studies. A comparison between the results of 
the field trials and the laboratory tests of all 25 
vaccines showed a high degree of correlation be- 
tween the potency of the vaccines in protecting 
mice against intracerebral infection and their abil- 
ity to protect children against pertussis. These 
findings confirm the previous observations and 
strengthen the conclusion that only those pertussis 
vaccines which have been shown, by the intracere- 
bral mouse protection test, to have an adequate 
potency in relation to the British standard pertussis 
vaccine should be used in prophylaxis against 
whooping cough. 


Complications of Influenza and Its Relationships 
with Pulmonary Tuberculosis in Children. C. 
Caione, I. Santillo and V. Gammarrota. Ann. Ist. 
Carlo Forlanini 18:385-400 (no. 4) 1958 (In Italian) 
[Rome]. 


All 52 children, between the ages of 1% and 13 
years, who were being treated for pulmonary tuber- 
culosis on the pediatric ward of the Carlo Forlanini 
Institute in Rome, contracted influenza during the 
1957 epidemic of Asian (type A) influenza. Four of 
these children also presented bronchiectasis and a 
polycystic lung. Some children suffered from mild 
diffused bronchitis with asthma. In 6 children 
bronchopneumonia developed 2 or 3 days after 
the influenza and, in general, affected the base of 
the lungs. This complication was favored by post- 
tubercular bronchiectatic alterations in 3 children 
and by congenital malformations in 1. The inflam- 
mation disappeared within 5 or 6 days, with the 
exception of one child in whom it lasted longer. 
Three children had slight or temporary attacks 
of fever as a result of subacute tonsillitis, and 2 
had purulent otitis media. Peripheral circulatory 
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insufficiency was observed in 12 children; during 
convalescence these children suffered collapse, com- 
bined with nausea, perspiration, slow pulse, and 
arterial hypotension. Examination after recovery 
from influenza showed slight myocardial involve- 
ment in 7 children, but this involvement was no 
longer present after 2 months. 

Some hemorrhage with increased vasal fragility 
was observed in 10 children. Several children dur- 
ing the first 2 days of the influenza showed neuro- 
logical involvement. A delayed energizing effect 
of the illness was noticed in those whose organic 
resistance diminished and an unfavorable evolution 
of the tuberculosis followed. Erythrocyte sedimen- 
tation tests gave high values in all the children; 
after 2 months these values had returned to pre- 
influenza levels in 42 children, had increased in 6, 
and had improved in 4. All the children lost weight 
during the illness, but afterward most of them 
regained some weight; two, however, remained 
stationary, and one lost more weight. Roentgeno- 
logic examinations made 2 or 3 months after the 
influenza showed that in all but 3 children the 
course of the tuberculosis had not deteriorated. 
Tuberculin reaction showed hyperergia in one of 
these 3 children and diminution of skin reactivity 
in another. 


Short-Term Hormone Therapy: Its Effect in Active 
Rheumatic Carditis of Varying Duration. M. CG. 
Wilson and Wan Ngo Lim. New England J. Med. 
260:802-807 (April 16) 1959 [Boston]. 


In a previous report of the effect of short-term 
hormone therapy in 55 patient attacks of active 
carditis of 3 to 21 days’ duration, the authors had 
demonstrated that in the majority of the patients 
early adequate hormone therapy for an average 
period of 7 days resulted in no overt residual car- 
diac damage. This study is concerned with the 
effect of short-term steroid therapy in 53 additional 
patient attacks. The 53 attacks occurred in 47 chil- 
dren, ranging from 3 to 19 years of age, who were 
observed on the pavilions of the New York Hos- 
pital. They received antibiotics during their stay 
in hospital. The steroids used included hydrocorti- 
sone, prednisone, prednisolone, and methylpredni- 
solone. Therapy was given every 6 hours for an 
average period of 7 days, and was terminated 
abruptly. Patients were observed for an additional 


week, with modified bed rest. The amount of | 


steroids given daily was guided by the circulating- 
eosinophil response each morning, 4 hours after 
the last medication. Five patients required a second 
course of 7 days of hormone therapy. The duration 
of carditis before therapy was 21 days or less in 36 
patients, and 4 to 10 days in 30 of these. In 17 
patients the duration of carditis before therapy 
ranged from 22 days to 4 months. 

Among the 55 patient attacks of carditis in the 
earlier study and 36 in the present report, when the 
duration was less than 3 weeks and in the majority 
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less than 10 days, effective short-term therapy re- 
sulted in termination rather than suppression of the 
clinical signs and symptoms of carditis without 
overt residual cardiac damage. Patients were am- 
bulatory 2 or 3 weeks from the onset of therapy, 
and their cardiac status, as noted at the end of 
therapy, was maintained for a follow-up period of 
3 months to 8 years. These observations suggest 
that long-term hormone therapy is probably not 
required. Of 17 patients in initial and recurrent 
attacks of carditis of 22 days’ to 4 months’ duration, 
progressive symptoms of carditis were terminated 
without further increase of residual cardiac damage 
beyond that present at the onset of therapy. 

The gross and histological findings in 38 patients 
with carditis of variable duration, who received 
symptomatic therapy between 1934 and 1938, re- 
vealed that predominantly reversible lesions char- 
acterized the findings among children with carditis 
of short duration, in contrast to the minimal re- 
versible lesions and extensive irreversible damage 
sustained when the carditis was of longer duration. 
In 24 initial attacks of short duration, in which new 
systolic and diastolic murmurs were present, the 
valve leaflets were delicate. The heart weight was 
1 or 2 times the expected weight when the duration 
was less than one month, and 3 or 4 times when the 
duration was longer. There was a close correlation 
between radioscopic estimate of heart size and the 
heart weight. In active carditis short-term hormone 
therapy will terminate the inflammatory process 
irrespective of its duration. Only with early ade- 
quate hormone therapy can residual cardiac dam- 
age be expected to be prevented or minimized. 


An Inborn Error of Lipid Metabolism. J. A. Bigler, 
R. F. Mais, R. M. Dowben and D. Yi-Yung Hsia. 
Pediatrics 23:644-661 (April) 1959 [Springfield, I11.]. 


The authors report a new clinical syndrome char- 
acterized by hepatomegaly, retardation of physical 
and mental growth, and disturbance of lipids in the 
plasma. The abnormalities were present in 2 sib- 
lings born of parents who were second cousins. 
None of the other 6 siblings was affected. The dis- 
turbance, characterized by an increase in the con- 
centrations of triglycerides and phospholipids in 
the plasma, has been described in detail biochem- 
ically. The concentrations of cholesterols were not 
greatly increased, although there was an alteration 
in the ratio of the concentration of cholesterol esters 
to that of total cholesterol. By means of paper and 
agar-gel electrophoresis, the authors found the dis- 
turbance to involve primarily an increase in the 
concentration of alpha,-lipoproteins. Using zone 
electrophoresis on starch medium, they showed that 
there was an increase in the concentrations of phos- 
pholipids and triglycerides in alpha,-lipoproteins 
and of triglycerides in alpha,-lipoproteins. Starch 
electrophoresis revealed the disturbance to be dis- 
tinct from that of idiopathic hyperlipemia or pri- 
mary hypercholesteremia. Ultracentrifugal analysis 
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showed an increase in each of the fractions, but 
this was most marked in the serum lipoprotein 
fraction with S, 20-400. This fits well with the con- 
cept that this represents primarily a disturbance in 
the concentrations of triglycerides and phospho- 
lipids, and very little change in cholesterols. This 
is also compatible with an increase in the concen- 
tration of alpha,-lipoproteins. 

The presence of a similar abnormality of lipids 
in 2 siblings of a consanguineous mating provides 
strong suggestive evidence that this defect is heredi- 
tary in origin; most probably it is transmitted by a 
rare autosomal recessive gene. Since the nature of 
this lipid abnormality is quite different from that 
of idiopathic hyperlipemia and primary hyper- 
cholesteremia, it should be classified as a new third 
“inborn error of lipid metabolism.” 


Carotid Artery Occlusion in Childhood. H. Stevens. 
Pediatrics 23:699-709 (April) 1959 [Springfield, I1l.]. 


The inclusive term “infantile hemiplegia” usually 
implies cerebral venous thrombosis. However, cere- 
bral arterial occlusion may cause hemiplegia in 
childhood and infancy. The author reports 3 chil- 
dren, aged 1, 5%, and 13 years, in whom the in- 
ternal carotid artery was the site of the occlusion. 
The initial onset in the 3 children occurred spon- 
taneously without a history of trauma. In 2 patients 
the symptom was an ipsilateral severe headache; 
the third patient was unable to move the right arm 
or leg on awakening in the morning. The clinical 
manifestations and course were identical with those 
of carotid artery occlusion in adults. The diagnosis 
can be made sometimes on the basis of clinical data 
alone. Diagnosis can be suspected from the history 
of a “stuttering” pattern of recurrent, stereotyped, 
focal neurological involvement, appearing hours to 
months before the hemiplegia appears. Mental 
symptoms and papilledema are common. A valuable 
diagnostic sign is a transient or permanent Horner’s 
syndrome ipsilateral to the carotid artery throm- 
bosis. Palpation of the carotid arteries, a useful but 
too often neglected technique, may provide the 
decisive sign, justifying the diagnosis and justifying 
the use of carotid arteriography. 

The cause of spontaneous nontraumatic carotid 
artery occlusion in childhood remains a .mystery. 
Only a few instances have been reported. Dissemi- 
nated vascular degeneration may involve the carotid 
artery in some instances, or an isolated athero- 
matous plaque may be responsible. Elaborate in- 
vestigations, including multiple laboratory tests, 
should be made to establish a primary cause for 
the occlusion, such as an associated endocardial 
fibroelastosis which was detected in 1 of the 3 
children. This child died, while the other 2 recov- 
ered completely. 

It is suggested that therapy be directed toward 
preventing complete thrombosis, or the extension 
of the thrombosis, in a presumably isolated lesion 
which is probably due to localized arteriosclerosis. 
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This reasoning further warrants conservative medi- 
cal treatment as against surgical treatment of acute 
spontaneous carotid artery thrombosis in children. 
In instances of arterial spasm or other nonthrom- 
botic obstruction, prophylactic use of anticoagu- 
lants should be considered, since thrombosis is 
likely to follow if spasm is sustained. 


Lymphopneumatosis Cystoides Intestinalis With 
Eosinophilia in the Infant. J. Gagnon and M. Rhe- 
ault. Pediatrics 23:710-717 (April) 1959 [Spring- 
field, 


Lymphopneumatosis cystoides intestinalis, also 
known as intestinal emphysema or abdominal gas 
cysts, is a relatively rare pathological entity in the 
infant. The diagnosis of this condition is usually 
made at autopsy or in the course of an operation. 
However, crepitations are elicited by deep palpa- 
tion of the abdomen, and tympanism by percussion. 
A roentgenogram of the abdomen occasionally will 
show double-contoured intestinal loops and a gen- 
eralized reticular image of the abdomen. The pres- 
ence of pneumoperitoneum and of trapped gas 
helps in clinching the diagnosis. The gas cysts are 
sometimes visualized by proctoscopic examination. 
A history of gastrointestinal distress, especially diar- 
rhea, repeated infections, and the clinical picture 
of general debility are the usual clinical findings in 
pneumatosis cystoides intestinalis in the child. The 
complications which appear to be most frequently 
associated with the disease are intestinal obstruc- 
tion and pneumoperitoneum. 

The authors studied pneumatosis cystoides intes- 
tinalis in 5 infants, ranging in age from 15 days to 
5 months; autopsies were performed on these pa- 
tients from 2% to 18 hours after death. The disease 
had a duration of from 1 week to 2 months. All the 
patients presented nonspecific lesions typical of 
the stage of “exhaustion” of the “adaptation syn- 
drome.” The lungs of all 5 patients contained evi- 
dence of acute pyogenic inflammation in the form 
of bronchopneumonia, abscess formation, or diffuse 
parenchymal infiltration. In all the infants bacteria 
were found to be present in the intestinal lumen 
and in some of them in the lamina propria of the 
mucosa and on the serosa; there were also lesions 
of enteritis of various intensity. The lamina propria 
was infiltrated by numerous polymorphonuclear 
leukocytes, 80% of which were eosinophils. In the 
submucosa the leukocytes were less numerous, and 
again they were practically all eosinophils; they 
appeared to have no immediate topographic rela- 
tionship to the cysts. Eosinophils could be seen in 
the sinuses and in a great number at the periphery 
of the lymph node in 2 patients. In one patient in 
whom eosinophils were abundantly present in the 
lymph node, some rhomboid, elongated, acidophilic 
crystals resembling Charcot-Leyden crystals were 
found within the reticulum. The authors attempted 
to elucidate the association between lymphopneu- 
matosis cystoides and eosinophilia and came to the 
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conclusion that the gases in the cysts are not able 
to produce eosinophilia. Lymphopneumatosis seems 
to result from the association of several factors, 
namely, gastrointestinal disturbances and acidifica- 
tion of the gastrointestinal content. However, the 
pathogenesis of the condition is still obscure. 


Galactosemia: Genetic Considerations. R. Van 
Geffel, A. Devriendt, J.-P. Dustin and others. Arch. 
frang. pédiat. 16:158-184 (no. 2) 1959 (In French) 
[Paris]. 


Four infants afflicted with galactosemia were 
diagnosed by 2 criteria: (1) appearance of notable 
galactosuria after ingestion of milk and (2) abnor- 
mal increase in galactosemia after ingestion of 1.75 
Gm. of galactose per kilogram of weight. These 4 
infants were from 3 different families. In the first 
family the first 3 children died after serious symp- 
toms; as a result, in the last 2 born in this family 
the diagnosis of galactosemia was suggested very 
early, based on the cited criteria. In the other 2 
families, in spite of early diagnosis, many symptoms 
developed in a short time. In the 4 infants omission 
from the diet of foods with galactose was followed 
by a rapid remission of symptoms, and no sequel 
was observed. The parents of 3 of the infants had 
intolerance to galactose, which only an “oversup- 
ply” test could show. This indicates the role of 
heredity in this disease. 

The aminoaciduria which accompanies galacto- 
semia is frequently at a high level and may exist 
several days after the disappearance of galacto- 
suria, when the patient is deprived of all galactose. 
The authors used methods of partition chromatog- 
raphy to estimate the amount of aminoacidemia 
and of aminoaciduria. These determinations showed 
the importance of “overflow” phenomena of the 
tubular resorption capacity, but some ascertain- 
ments permit the belief that there is some measure 
of intervention of purely renal factors. 


A Functional Investigation of Liver Impairment 
Due to Poliomyelitis. G. Poli, G. Verdura and N. 
Svilokos. Minerva pediat. 11:215-226 (March 3) 1959 
(In Italian) [Turin, Italy]. 


Laboratory tests were made on 49 poliomyelitic 
children to study the extent of liver impairment 
from a functional point of view. The tests indicated 
liver damage in 6 of 8 children on whom they were 
made during the acute stage of the disease. A 
marked drop in the level of gamma globulin was 
observed in the remaining 2 children; the alpha, 
globulin value was high, and the beta globulin not 
so high; marked hypoalbuminemia and hypopro- 
teinemia were observed in one child. Some relation- 
ship between the extent of liver damage and the 
neurological involvement was found in some of the 
8 children. 

The tests in the other 41 children of the series 
were made 3 to 11 months after the acute episode 
of poliomyelitis. These children were divided into 
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3 groups according to the results of the tests. The 
first group, composed of 14 children, showed a 
normal protein picture, with the exception of a 
somewhat constant increase in alpha, globulin. In 
these children the serum lability tests gave negative 
results; bilirubinemia was normal or had increased 
only slightly; total cholesterinemia had reached 
maximal normal values in 3 children only, and it 
was slightly lower than normal in 1 child. The few 
changes present in these 14 children did not indi- 
cate a sclerotic effect of the hepatic lesion. The 6 
children of the second group presented a normal 
total protein picture and an increase in globulin 
values which caused an inversion of the protein 
quotient. Electrophoresis revealed hypoalbumine- 
mia and increased alphas, gamma, and, at times, 
alpha, globulin; colloidal lability tests were positive 
in all cases; van den Bergh’s test gave results close 
to normal; bilirubinemia was close to normal; the 
values of cholesterol were normal in all children 
except one in whom they had increased. An accu- 
rate examination of the clinical history of each of 
these 6 children made possible the exclusion of 
poliomyelitis as the cause of these alterations. One 
child had suffered a lipid nephrosis, and the others 
had contracted Asian influenza a few days before 
the tests were made. The third group was composed 
of 21 children, all with a normal protein picture. 
Electrophoresis showed an increase in alphag and, 
at times, in beta globulin; the gamma globulin level 
was low in all these patients. Other tests gave 
normal results. Gamma globulin values were low 
n 23 of the 49 children observed. 

The authors believe that liver damage observed 
during an acute episode of poliomyelitis is benign 
even in extreme cases of hepatitis and that the 
pathological changes regress with no fear of liver 
cirrhosis even after a long period of time. 


Acute Appendicitis in the Course of Measles: De- 
scription of 5 Cases. P. Nicola and L. Bertola. 
Minerva pediat. 11:237-242 (March 3) 1959 (In 
Italian) [Turin, Italy]. 


The authors report on 5 children operated on for 
acute appendicitis during the course of measles. 
The children, 5 to 8 years old, were observed at 
the University Hospital in Turin, Italy, during the 
period from April to July, 1957. All the children 
recovered and were discharged from the hospital 
8 to 21 days after admission. Statistical data on the 
frequency with which acute appendicitis occurs 
during measles are not available, but the authors 
believe that it would be unwise to assume that 
such an occurrence is exceptional. The symptoms 
of appendicitis developed in the prodromal stage 
of the measles in one child, coincided with the 
cutaneous eruption in 3 other children, and devel- 
oped when the exanthem had almost disappeared 
in the 5th child. The symptoms in 2 children were 
characterized by a gradual onset, with vague and 
diffused abdominal pain which later became local- 
ized and severe; in the other 3 children the symp- 
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toms were severe after their sudden onset. One 
child presented a hyperemic and edematous appen- 
dix free from adhesions, while 4 children presented 
an appendicular perforation, which was followed 
by circumscribed peritonitis in 3 cases and general 
peritonitis in the other. Two children suffered from 
intestinal occlusion as a late complication. A rapid 
and severe evolution of acute appendicitis consti- 
tutes the most characteristic symptom of the con- 
dition during the course of measles. 


UROLOGY 


Dissolution of Experimentally Induced Vesical 
Calculi in Rats by Sodium Phytate and Sodium 
Neutral Phosphate Treatment. D. F. McDonald and 
M. O. Orallo. J. Urol. 81:534-536 (April) 1959 
[Baltimore]. 


The authors performed experiments on rats in 
which growth of vesical calculi was induced by 
implantation of magnesium nidi. The animals then 
were given high doses of sodium phytate and 
sodium neutral phosphate mixed in the ground 
laboratory chow. Both phytate and phosphate ad- 
ministrations were associated with complete disso- 
lution of 50% of the experimentally induced calculi 
and reduction in size of those calculi not completely 
dissolved. These animal experiments confirm clini- 
cal reports and suggest that optimal dosage is of 
utmost importance in achieving dissolution of 
urinary calculi. 


Partial Nephrectomy for Hypernephroma in a Soli- 
tary Kidney: A Case Report. W. K. Kerr, S. An- 
thone, R. Anthone and N. C. Carruthers. J. Urol. 
81:509-511 (April) 1959 [Baltimore]. 


The authors report the case of a 46-year-old 
woman who was admitted to the Toronto General 
Hospital because of total painless hematuria for 5 
days and suprapubic pain for 1 day. Cystoscopy 
revealed that bloody urine came from the right 
ureteral orifice and no left ureteral orifice was 
found. An intravenous pyelogram showed compres- 
sion of the right upper major calyx with an irregu- 
lar mass in the upper pole of the right kidney. A 
right thoracoabdominal incision was made through 
the 9th rib bed. The right renal mass was visible 
as a probable hypernephroma of the upper half of 
the kidney, and this was dissected free, exposing 
the renal pedicle. The renal artery was clamped 
and the kidney surrounded by Penrose drains filled 
with ice water to apply local hypothermia. After 11 
minutes of cooling, the cor temperature had not 
fallen, but the surface temperature had fallen to 
30.8 C (87.5 F). The tumor and a cuff of normal 
renal tissue were removed by sharp dissection. 
Microscopic examination of the operative specimen 
revealed a renal carcinoma, extensive areas of 
which had undergone hyalinization with scattered 
hemorrhage. Renal hypothermia was largely inef- 
fective due to the large bulk of the tumor. This and 
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the long occlusion time of the renal artery were 
probably the most important factors in producing 
acute renal failure postoperatively. 

Dialysis was used because of the deteriorating 
clinieal picture and the increasing acidosis. Its 
effects were dramatic and were followed by con- 
tinued improvement in the clinical state of the 
patient. The serum electrolyte values gradually 
stabilized at normal levels, and the anemia cor- 
rected itself spontaneously. A satisfactory immedi- 
ate result thus was obtained in the treatment of 
this patient, and continued improvement was ob- 
served 4 months after the operation. This is the 
third case of successful elective surgical treatment 
of a hypernephroma in a solitary kidney. It is be- 
lieved to be the first case involving the postopera- 
tive use of dialysis. 


Urogenital Tuberculosis in the Male: Investigations 
with Vesiculography and Urethrography: Prelimi- 
nary Report. H. B. Mygind. Ugesk. laeger 121:448- 
454 (March 19) 1959 (In Danish) [Copenhagen]. 


Vesiculography in patients operated on for tu- 
berculous epididymitis shows changes in the semi- 
nal vesicles and ductus deferens on the sick side 
in all cases and in unilateral epididymitis on the 
well side in about half the cases. On urethrography 
and rectal exploration changes in the prostate are 
found in almost all patients with tuberculous epi- 
didymitis. Since similar changes are equally often 
found in patients with renal tuberculosis but with- 
out epididymitis, it is seen that the prostate is 
always affected in urogenital tuberculosis. Renal 
tuberculosis was demonstrated in up to two-thirds 
of the patients with tuberculous epididymitis. Fol- 
low-up of patients operated on for tuberculous 
epididymitis will probably reveal active tubercu- 
losis in many cases. Tuberculous infection of the 
urogenital system is, as a rule, extensive at the 
time when a tuberculous epididymitis is diagnosed. 
The course of tuberculosis in the pelvic organs is 
insidious, with few and vague symptoms. Tuber- 
culous epididymitis is an important part symptom 
in tuberculous infection in the genital system. 


Hemangioma of the Kidney. J. B. Wallach, A. P. 
Sutton and M. Claman. J. Urol. 81:515-518 (April) 
1959 [Baltimore]. 


The authors report the occurrence of hemangi- 
oma of the left kidney in a 31-year-old woman who 
was admitted to the Bronx Municipal Hospital Cen- 
ter in New York with fever, chills, left flank pain, 
and hematuria. Intravenous and retrograde pyelo- 
grams revealed moderate hydronephrosis and a 
radiolucency in the left pelvis with the filling defect 
of the left upper calyx. Left renal exploration was 
accomplished, and a normal appearing kidney was 
observed. There were 3 prominent varicosities 
about the renal pelvis. The upper pole of the kidney 
was bivalved, revealing a pedunculated lesion on 
a narrow stalk. Nephrectomy was performed as the 
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procedure of choice. The final pathological diag- 
nosis was pedunculated capillary hemangioma of 
the kidney, arising from the renal papilla and pro- 
truding into the superior calyx. The postoperative 
course was uneventful. 

Eighty-six cases of hemangioma of the kidney 
were collected from the literature. The lesion was 
almost always unilateral and was solitary in 77 of 
the 86 cases. Half of the patients were more than 
40 years old, and age was not useful in differentiat- 
ing hemangioma from carcinoma of the kidney. The 
diagnosis was rarely made clinically; a clue to the 
diagnosis may be the finding of hemangioma of the 
skin, but this is infrequent. Various methods of 
therapy are summarized, including nephrectomy. 
When the diagnosis of hemangioma can be estab- 
lished by gross and frozen-section examination of 
the locally excised lesion, the kidney should be 
closed, and irradiation therapy instituted. Irradia- 
tion therapy of hemangioma of the kidney, instead 
of nephrectomy, deserves adequate trial for the 
maximum conservation of renal parenchyma. 


PATHOLOGY 


Studies on Melanoma: II. Sex and Survival in Hu- 
man Melanoma. L. P. White. New England J. Med. 
260:789-797 (April 16) 1959 [Boston]. 


The author employs the term “melanoma” to 
denote a malignant tumor derived from the melano- 
blast (or melanogenoblast) which is capable of 
spread and metastasis; elsewhere it has been known 
as malignant melanoma, melanocarcinoma, or 
melanosarcoma. An investigation was started con- 
cerning possible differences in the growth of 
melanoma between men and women, when it was 
learned that melanomas, after transplantation into 
2 strains of mice, grew 4 or 5 times as large in males 
as in females during the same period. Survival 
in human melanoma was studied in 439 determinate 
cases from a total number of 871 cases obtained 
from Stanford Hospital and from the tumor regis- 
try of the Department of Public Health of the State 
of California, which conducts follow-up studies for 
many of the hospitals in California. These cases 
were grouped according to the site of the melanoma 
(ocular or cutaneous) and the sex and age of the 
patient. 

The literature was scanned with attention to 
reports detailing sex and age in patients with 
melanoma and reporting 5-year survivals. Some 
series showed a considerable difference in 5-year 
survival between men and women, and this differ- 
ence invariably favored the survival of women. 
Most reports on melanoma, however, did not differ- 
entiate between men and women, so that no im- 
pression could be formed of the relative survival 
rates of the two sexes. All reports mentioning preg- 
nancy indicated that pregnancy was a distinct 
threat to survival in women with melanoma, but 
none compared survival of pregnant women with 
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that of nonpregnant women of the same age. State- 
ments regarding the deleterious effect of pregnancy 
on the course of melanoma were based mostly on 
case reports and not on adequate statistical study. 

Data obtained in the aforementioned 439 cases 
and from the literature suggested that the distribu- 
tion of melanoma is roughly equal in the 2 sexes, 
but that survival is better in women than in men 
with melanoma, and that this difference in survival 
is statistically significant. Women with melanoma 
have a greater chance than men of living for 5 years, 
and the prognosis for survival beyond the 5-year 
period even more strikingly favors women. The 
prognosis for 5-year survival in both sexes decreases 
with advancing age. Although there is no direct 
evidence, the variation of behavior of melanoma at 
times of hormonal upheaval in human beings, to- 
gether with better survival in women than in men, 
suggests the possibility that melanoma is under 
some sort of hormonal influence or control. 


Experience with Smears of Aspirates from Bone 
Marrow in the Diagnosis of Neuroblastoma. P. C. 
Gaffney, C. F. Hansman and G. H. Fetterman. Am. 
J. Clin. Path. 31:213-221 (March) 1959 [Baltimore]. 


The recognition of neuroblastoma cells in bone 
marrow smears from patients with neuroblastoma 
and the diagnostic value of this finding have been 
established. The authors report observations on 
bone marrow smears from 31 of the 35 patients 
with neuroblastoma or ganglioneuroblastoma, who 
were observed at the Children’s Hospital of Pitts- 
burgh during the 4-year period from July 1, 1951, 
through June 30, 1955. The bone marrow aspirates 
were taken on one or more occasions from one or 
more sites. The sternum was usually the site when 
only one sample was taken. The tibia, spinous 
processes of vertebrae, and iliac crest were other 
sites of aspiration. In 13 of the 31 patients, only 
one sample was obtained. In each of the remaining 
18 patients, from 2 to 6 specimens were taken, either 
as part of the original examination or at a subse- 
quent examination. Smears were prepared from 
the aspirates, but no histological sections were 
made of the aspirated material, because, in the 
experience of the authors, the study of the sections 
adds nothing to the knowledge obtainable from 
smears. Sternal aspirations in infants and young 
children require great caution because of the dan- 
ger of penetration of the needle beyond the sternum 
with damage to vital structures. In young infants 
tibial puncture may be a less dangerous procedure. 

Characteristic tumor cells were found in 15 of 
the 31 patients. In 13 of the 15 positive cases, the 
smears of marrow contained tumor cells when the 
patients were first observed. In 11 patients, the 
examination of smears of marrow provided the first 
morphologic evidence of neuroblastoma. The recog- 
nition of neuroblastoma cells in smears of marrow 
suggests metastatic neuroblastoma. All 15 patients 
with marrow metastases, as revealed in smears, 
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were dead within one year after diagnosis. The 
longest survival period was 11 months; the arith- 
metic average of survival time was 3.6 months. Of 
the 16 patients with proved neuroblastoma or 
ganglioneuroblastoma, in whom aspirates from 
bone marrow were negative, 7 are alive and well 
at the time of this report. 

The presence of tumor cells in the bone marrow 
of patients with neuroblastoma is not dependent 
upon the existence of radiovisible bone lesions. The 
early bony metastases involve marrow spaces and 
hemopoietic tissue rather than osseous tissues 
proper. The involvement of marrow in neuroblas- 
toma tends to be diffuse. In every instance in which 
smears of sternal marrow were positive and further 
search was made in other bones, one or more addi- 
tional sites proved to be positive. This was true in 
7 of the 15 positive cases. In the other 8 patients, 
no further search was made. 

Investigators who have studied the morphologic 
characteristics of neuroblastoma cells in bone mar- 
row smears have stressed the tendency of the cells 
to form ball-like clumps or mosaics. The term “pin- 
wheel mosaic,” as applied by some, is strikingly apt. 
The authors do not suggest that examination of 
smears of aspirates from marrow should replace 
other morphologic methods in the diagnosis of 
neuroblastoma, but in view of the nonspecificity 
of the presenting signs and symptoms in patients 
with neuroblastoma, the examination of smears of 
aspirates from marrow for tumor cells may often 
provide the solution for an otherwise baffling case. 


RADIOLOGY 


Roentgenokymographic Investigation in Patients 
with Patent Ductus Arteriosus Accompanied by, or 
Free from, Pulmonary Hypertension. C. Quaglia, 
R. Gentilli, and E. Ciambellotti. Minerva med. 
50:233-249 (Jan. 31) 1959 (In Italian) [Turin, Italy]. 


Roentgenokymographic investigations were car- 
ried out on 21 patients with patent ductus arteri- 
osus, who ranged in age from 6 to 35 years; 17 of 
them, having only slight or no pulmonary hyper- 
tension, underwent surgery, whereas the remainder 
were not operated on because of high pulmonary 
hypertension and the inversion of the shunt. The 
investigations began a few days before and were 
continued for 1 to 12 months after the operation. 
Postoperative roentgenokymograms recorded re- 
mission of the increased pressure of hilar arteries 
in those instances in which it was present before 
the operation. The width of the sphygmic wave 
of the pulmonary artery diminished in all the pa- 
tients, and the pattern of the pulse curve tended 
to reflect low or normal blood flow. Decrease of 
the systolic wave was observed in 2 instances. The 
convexity of the diastolic part of the £urve leveled 
off in 10 patients and attenuated in the remainder. 
The diastolic-systolic ratio diminished in all the 
patients. Roentgenokymograms of 4 patients, in 
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whom patent ductus arteriosus was associated with 
considerable pulmonary hypertension, revealed the 
state of a perpetuating pulmonary high blood pres- 
sure and gradual diminution of the flow of pulmo- 
nary circulation. Short and distant roentgenoky- 
mographic inspections after the operation indicated 
that surgical therapy considerably corrected, al- 
though it did not completely remove, the anomaly 
underlying the pulmonary hypertension in these 
patients. 


The Small Intestine in Whipple’s Disease. W. Mar- 
tel and F. J. Hodges. Am. J. Roentgenol. 81:623-636 
(April) 1959 (Springfield, IIl.]. 


“Intestinal lipodystrophy” was the term sug- 
gested by Whipple, and he believed the disorder 
named after him to be due to abnormal fat metab- 
olism. The disease has a progressive downhill 
course, with death within a few years. Polyarthritis 
which may be the initial symptom usually disap- 
pears after the onset of diarrhea. In about half of 
the cases diarrhea or abdominal pain is the pre- 
senting symptom. The diarrhea is intermittent; the 
abdominal pain may be crampy and may be asso- 
ciated with distention. Gross rectal bleeding and 
generalized purpura may be seen in the later stages 
of the disease. Emaciation and a peculiar gray- 
brown pigmentation of the skin are typical. Gen- 
eralized, discrete, peripheral lymphadenopathy is 
frequently observed. Anemia is almost always hypo- 
chromic or normochromic microcytic. A flat oral 
glucose tolerance curve is characteristic, and there 
is usually an abnormal increase in fecal fat. 

The authors describe their observations on 3 
patients with Whipple’s disease, giving particular 
attention to the roentgenologic changes in the 
small intestine. Two of the patients were men, aged 
35 and 54 years, respectively. Both died, and autop- 
sies were made. In one of these men cecal volvulus 
developed, which may have been coincidental. The 
third patient was a 43-year-old woman, in whom 
the diagnosis was verified by biopsy studies on a 
mesenteric lymph node, on the omentum, and on 
the duodenal mucosa. The roentgenologic findings 
in the 3 cases indicate that one can expect the 
appearance of the small intestine to be abnormal. 
Thickening of the mucosal folds was an outstanding 
feature in all 3 patients and was most marked in 
the duodenum and jejunum. Segmentation of the 
barium column into large, separated masses was 
consistently observed. The moulage sign, the 2p- 
parent obliteration of the mucosal folds in the 
jejunum (“as if wax had been poured into it”), was 
not seen in the 3 patients presented here. It is em- 
phasized that various conditions are capable of 
producing alterations in the roentgenologic ap- 
pearance of the small intestine which are indis- 
tinguishable from Whipple’s disease. It will usually 
be necessary to rely on the clinical and laboratory 
data in the differential diagnosis. 
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The wall and the mesentery of the small intestine 
are thickened in Whipple’s disease. The mesenteric 
and retroperitoneal lymph nodes are enlarged, 
yellowish in color, and have a spongy appearance 
on sectioning. Microscopically, one notes a diffuse 
infiltration of the mucosa of the small intestine by 
large mononuclear macrophages which possess 
abundant granular cytoplasm imparting a foamy 
appearance to the cell. The cytoplasm stains faintly 
basophilic with hematoxylin and eosin and gives a 
positive reaction to periodic acid Schiff (P.A.S.) 
reagent. These cells are present in the mesenteric 
and retroperitoneal lymph nodes and have been 
demonstrated in periperal lymph nodes as well. 
The lacteals in the small intestine are dilated and 
frequently contain these macrophages together 
with collections of neutral fat and fatty acids. The 
mucosal villi are swollen due to the cellular infiltra- 
tion, and the submocosa may be edematous. Little 
attention was paid to the cytoplasm-rich macro- 
phages until Black-Schaffer in 1949 showed that 
these cells reacted positively to the P.A.S. test. It is 
possible that the P.A.S. positive material is elab- 
orated by the intestinal mucosa and phagocytosed 
by the mononuclear cells, or perhaps it originates 
within these cells. The abnormal protein-polysac- 
charide complex may be related to certain enzymes 
necessary for fat absorption and transport. A bene- 
ficial response of Whipple’s disease to corticotropin, 
but not to cortisone, has been reported, and the 


possibility of a genetic factor in the etiology has 
also been suggested. 


Acromegaly. H. L. Steinbach, R. Feldman and 
M. B. Goldberg. Radiology 72:535-549 (April) 1959 
[Syracuse, N. Y.]. 


The authors report on 11 men, between the ages 
of 24 and 53 years, and on 16 women, between the 
ages of 30 and 73 years, with acromegaly from 
whom roentgenograms were obtained. Acromegaly, 
an insidious disease, is the result of increased 
secretion of growth hormone by a benign or, rarely, 
a malignant tumor of the anterior pituitary oc- 
curring during or after closure of the epiphysial 
cartilages. Symptoms and signs are due to the ex- 
pansile growth of the neoplasm, the elaboration of 
excessive quantities of pituitary hormone, and the 
interference with other normal pituitary functions 
by pressure of the tumor on the uninvolved portion 
of the gland. All the tissues in the body are affected 
by the excessive quantity of growth hormone. In 
general, the response is one of hyperplasia and 
hypertrophy. The bones may increase in size, owing 
to accelerated endochondral ossification or opposi- 
tional bone growth. In some areas there is increased 
bone resorption. Some of the changes occurring in 
the bones are similar to those incident to the normal 
aging process, but are markedly accelerated and 
greater in degree. The usual sex differences in the 
appearance of the soft tissues and skeleton are 
exaggerated by the excessive quantity of growth 
hormone. 
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The diagnosis of acromegaly is primarily clinical. 
The roentgenologic diagnosis could be accurately 
established in an examination of the skull if the 
sella turcica were significantly enlarged and if this 
finding were accompanied by an elongated man- 
dible with a wide angle and enlarged sinuses. The 
presence of a thick scalp and of hyperostosis of the 
inner table of the skull in women would further 
substantiate the diagnosis. However, this combina- 
tion of morphologic changes was present in only a 
few of the patients, and in many of them a diag- 
nosis of the disease by roentgenographic methods 
alone was not possible. Of particular significance 
in the patients was the presence of a marked thick- 
ening of the soft tissues of the fingers, toes, and 
scalp. This thickness diminished after successful 
treatment by irradiation or surgical removal of the 
pituitary gland, but the tissues did not revert to 
normal size. Another pertinent roentgenologic ob- 
servation was the association of thickened articular 
cartilages (wide joint spaces) of the hands and 
wrists with hypertrophic changes of the adjacent 
periarticular surfaces. A peculiar constriction of 
shafts of the proximal phalanges and metatarsal 
bones of the foot was observed in most of the pa- 
tients. The results of this study indicate that roent- 
genograms of the feet should be obtained, along 
with those of the skull and hands, in the routine 
evaluation of acromegaly. Concave posterior bor- 
ders of the lumbar vertebrae were observed in 6 
patients. This change could be due to increased 
molding resorption of the central posterior sur- 
faces of the vertebral bodies as a direct result of 
the excessive quantity of growth hormone or, sec- 
ondarily, of pressure by the enlarged soft tissues 
in the spinal canal. 


Familial Pulmonary Alveolar Microlithiasis: Four 
Cases from Colombia, S. A.: Is Microlithiasis Also 
an Environmental Disease? G. Esguerra Gomez, 
E. Lichtemberger, A. Santamaria and others. Radi- 
ology 72:550-561 (April) 1959 [Syracuse, N. Y.]. 


The authors report the occurrence of familial 
pulmonary alveolar microlithiasis in 4 women, be- 
tween the ages of 40 and 50 years, who were sisters 
and belonged to a family of 7 children (2 boys and 
5 girls). This disease, which is characterized by the 
presence of innumerable minute concrements lying 
free within the alveoli, throughout the lungs, and 
unattached to the alveolar walls, is an extremely 
rare disease, and the 4 cases were the first to be 
discovered in Colombia. The results of roentgeno- 
logic and clinical studies, the course of the dis- 
ease, and the anatomico-pathological findings on 
autopsy in the oldest of the 4 patients with the 
most advanced lesions were in accord with those 
reported by other workers in the 43 cases of 
familial pulmonary alveolar microlithiasis collected 
from the literature. In 3 of the 4 sisters, a pleural 
thickening over the minor interlobar fissure was 
a constant finding in the roentgenograms of the 
chest; none of these patients had cough. Cough 


: 
) 
i 
| 
* 


180/1868 


is not considered a symptom of uncomplicated 
alveolar microlithiasis, and does not appear so 
long as cor pulmonale does not supervene. In the 
4th patient who had the most advanced lesions and 
who died, there was, however, cough, either dry or 
with scanty sputum of the mucous type, and the 
roentgen-ray picture was that of cor pulmonale. 

The electrocardiographic tracings of the 4 pa- 
tients did not show definite myocardial damage in 
the ventricular complexes, except for a highly 
questionable blockage of the bundle of His. The 
earliest manifestations of the disease were dyspnea 
and cyanosis, which, however, were not propor- 
tionate to the severity of the lesions as revealed by 
the roentgenograms. In some patients these symp- 
toms appear early, whereas in others they may be 
almost nonexistent even though the lesions are far 
advanced. The possibility that microlithiasis may 
not be exclusively familial but that environmental 
and dietetic factors may play a role in its onset in 
persons previously predisposed was suggested by 
the fact that the 4 patients lived all their lives in 
the same house and in the same locality, with the 
same environment and the same diet, while the 
other siblings who left home at an early age did 
not show any evidence of the disease. So character- 
istic is the roentgen-ray appearance that the roent- 
genologist who has once seen a chest roentgeno- 
gram of any of these patients, and who keeps in 
mind the paucity of symptoms, can make the diag- 
nosis .of microlithiasis with certainty, without wait- 
ing for histological confirmation. 


Possibilities and Limitation of Roentgenographic 
Examination in Early Diagnosis of Bronchogenic 
Carcinoma. A. Giobbi, F. Calamari and E. Miradoli. 
Lotta contro tuberc. 28:1138-1144 (Nov.-Dec.) 1958 
(In Italian) [Rome]. 


A mass roentgenographic examination conducted 
among 704,837 persons in Milan, Italy, revealed 
bronchogenic carcinoma in 1.98 persons per 100,000; 
the frequency among persons over 40 years of age 
(148,340) was 9.43 per 100,000. The carcinoma could 
still be treated by surgery in most of these patients. 
It appeared as an isolated mass in 16 patients and 
was accompanied by an atelectatic component in 2. 
The tumor, however, was no longer operable in 6 
patients; in one it appeared isolated but with some 
metastases in the hilar-mediastinal lymph nodes, 
and in the other 5 it was accompanied by parenchy- 
mal atelectatic processes. As limitation of roent- 
genographic examination in early discovery of car- 
cinoma, the authors list the following conditions: 
(1) failure of the examiner in recognizing early signs 
of bronchogenic carcinoma; (2) location of the 
tumor is such that radical operation is not allowed 
even in case of early diagnosis; and (3) histological 
characteristics of the tumor in cases of rapid local 
growth and rapid metastases. The authors believe 
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that the optimal frequency of roentgenographic 
examination for constant control of bronchogenic 
carcinoma in a community is every year or two, 
but even this frequency may fail to reveal early 
enough the presence of tumor in some cases. 


Myelography with Water-Soluble Contrast Sub- 
stance: Analysis of 427 Myelograms. P. Kolstad and 
G. H. Solem. Nord. med. 61:306-309 (Feb. 19) 1959 
(In Norwegian) [Stockholm]. 


Myelography with a water-soluble contrast me- 
dium (myelotrast, abrodil) is considered a reliable 
diagnostic examination for nucleus prolapse and a 
valuable supplement to clinical examination. An 
accuracy of 90 to 95% should be attainable. Com- 
pletely lateral prolapse may escape myelographic 
demonstration, and other intraspinal conditions, 
such as arachnoiditis or vascular malformations, 
can myelographically resemble prolapse. From 1949 
to 1957, a total of 427 myelograms were obtained 
for 393 patients, aged from 16 to 74 years. The 
diagnosis was incorrect in only 12 of the 173 pa- 
tients on whom laminectomy was_ performed. 
Myelotrast undoubtedly exerts an irritating effect 
on medulla and nerve roots. A slight fall in blood 
pressure may be expected, and the injection should 
be done by an experienced person. The complica- 
tions observed are not thought to justify departure 
from the method. The authors look forward to a 
less irritating, i. e., more isotonic, contrast medium. 


Left Atrial Calcification. C. W. Vickers, O. W. 
Kincaid, F. H. Ellis and A. J. Bruwer. Radiology 
72:569-575 (April) 1959 [Syracuse, N. Y.]. 


The authors report on 3 women, between the 
ages of 36 and 59 years, and 2 men, aged 44 and 57 
years, respectively, in whom calcification in the 
wall of the left atrium was revealed by chest roent- 
genograms. All 5 patients had severe rheumatic 
heart disease with involvement of the mitral valve. 
Pure stenosis of the mitral valve was present in 4 
patients who underwent mitral commissurotomy. 
The 5th patient had severe mitral insufficiency, and 
this patient was not operated on. Invariably the 
history of symptoms referable to rheumatic heart 
disease was of long standing, the range of its dura- 
tion being from 7 to 51 years. The cardiac disability 
was severe in each patient. In addition to calcifica- 
tion in the wall of the left atrium, the roentgeno- 
logic findings in each patient indicated severe mitral 
heart disease with pulmonary venous hypertension. 
Calcification of the mitral valve of sufficient degree 
to be identified roentgenologically or surgically 
was noted in 3 of the 5 patients. The calcification 
of the left atrial wall was of such magnitude or in 
such a position in 3 of the 4 patients operated on 
that the surgeon was compelled to enter the left 
atrium by some approach other than the usual one 
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through the auricular appendage. The patient, in 
whom the atrium was entered through the calcified 
posterolateral wall, died 24 hours postoperatively. 

It is believed that entering the atrium through 
the calcified wall, through the normal atrial wall 
near the valve, or through a pulmonary vein—the 3 
possibilities of approach to the mitral valve in case 
of calcification of large portions of the wall—may 
be associated with a greater than average risk. The 
total number of recorded cases in which the ante 
mortem diagnosis of calcification of the left atrial 
wall was established by roentgenologic methods is 
now 42. Because of the density of the heart shadow 
and the superimposed shadow of the thoracic 
spine, the calcification may not be observed in the 
conventional roentgenogram of the thorax. It may 
be best revealed by roentgenoscopy, by roentgeno- 
grams in the right anterior oblique and lateral 
projections, or by overpenetrated Bucky films made 
in the posteroanterior projection. It may be readily 
revealed by means of tomography. 


Intramural Aortic Dissection as a Complication of 
Translumbar Aortography. E. F. Wolfman and 
D. E. Boblitt. A. M. A. Arch. Surg. 78:629-638 
(April) 1959 [Chicago]. 


The authors report 4 men, between the ages of 
37 and 62 years, with aortic and peripheral vascular 
disease, on whom translumbar aortography was 
performed. These patients died, 3 hours, 29 days, 
4 days, and 12 days, respectively, after the aortog- 
raphy. Autopsy which was performed on 3 of the 
4 patients revealed that 2 died as a direct result of 
a dissecting aneurysm of the abdominal aorta pro- 
duced by the injected contrast medium. Although 
a dissecting aneurysm was proved at autopsy in the 
third patient, ventricular fibrillation and coronary 
insufficiency accounted for his death. In the case 
of the patient in whom permission was not granted 
for autopsy, it was conceivable that occlusion of 
the renal arteries occurred, but the presence or ab- 
sence of dissection could not be substantiated. A 
more likely explanation for renal failure in this 
patient was the direct toxic effect of a large con- 
centration of contrast medium acting on the renal 
parenchyma. 

Intramural injection of contrast medium into the 
aortic wall is a common and potentially fatal com- 
plication of translumbar aortography. Of 302 trans- 
lumbar aortograms obtained at the University Hos- 
pital and the Veterans Administration Hospital in 
Ann Arbor, Mich., between July, 1951, and June, 
1958, there were 33 intramural injections, repre- 
senting an incidence of 10.9%. They included the 4 
reported by the authors. The following suggestions 
are offered for minimizing this complication. A 
short beveled needle should be employed in per- 
forming the aortic puncture. To minimize dissec- 
tion of the frequently diseased medial layer by the 
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needle tip, the aorta should be pierced as closely 
as possible to a 90-degree angle. Unless visualiza- 
tion of the upper abdominal aorta or kidneys is re- 
quired, the needle should be inserted below the 
second lumbar vertebra. If a view of the upper 
aorta is necessary or lower aortic obstruction is 
suspected, the vessel should be pierced above the 
visceral branches, at the T-11 or T-12 level. No 
contrast medium should be injected unless a good 
pulsatile flow of arterial blood issues from the 
needle hub with each systolic thrust. A test picture 
should always be obtained after the injection of 
5 cc. of contrast medium to detect aberrant loca- 
tions of the needle tip. The aorta should be punc- 
tured only once, and the total amount of contrast 
medium injected should be limited to 25 cc.; fre- 
quently less will suffice. Rapid manual injection 
should be used, rather than high-pressure mech- 
anical devices. A delayed abdominal roentgeno- 
gram should be obtained 20 minutes after the last 
injection of contrast material to detect abnormal 
retention of iodides by the kidneys and gastroin- 
testinal tract. 


BIOCHEMISTRY 


Phospholipids of Human Red Blood Cells. G. B. 
Phillips and N. S. Roome. Proc. Soc. Exper. Biol. 
& Med. 100:489-492 (March) 1959 [Utica, N. Y.]. 


The authors feel that the wide disagreement in 
values reported for concentrations of individual 
phospholipids in human red blood cells indicates 
inadequacy of methods employed. Recently, it was 
shown that the main phospholipids in serum lipid 
extracts could be isolated and quantitated by 
chromatography on silicic acid. Concentrations of 
individual serum phospholipids in these studies 
were at variance with many previously reported 
values. In the present study, the same chromato- 
graphic method was used to isolate and quantitate 
the main phospholipids of red blood cells of 3 male 
and 3 female apparently healthy young adults in 
the fasting state. Three extractions of hemolyzed 
red blood cells were routinely performed, after it 
was found that the first 3 extractions removed 
probably more than 95% of the total extractable 
phospholipid. Chromatography of red blood cell 
lipid extract on silicic acid revealed the following 
main components: (1) ethanolamine-containing and 
serine-containing phospholipid, (2) lecithin, (3) 
sphingomyelin, and (4) lysolecithin. No previous 
investigators reported the presence of lysolecithin, 
which comprised about 2% of total red blood cell 
phospholipids. It is unlikely that this represented 
adsorbed serum lysolecithin, as the red blood cells 
were washed 3 times, or that it was produced as 
an artifact during the extraction or isolation pro- 
cedure. It is of interest to note the striking contrast 
in the relative proportions of individual phospho- 
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lipids in red blood cells as compared with serum, 
especially since there is evidence for exchange of 
phospholipids between these 2 compartments. 

The values found for relative concentrations of 
individual serum phospholipids with the method 
described here were at variance with results ob- 
tained by others. Previous reports revealed con- 
siderable variation between normal subjects in the 
same series, as well as between series of different 
investigators, suggesting inadequacies in methods 
employed. The method described in this report re- 
sulted in relatively good agreement between dupli- 
cate samples and rather slight variation between 
subjects. Moreover, the present method seemed 
relatively simpler than previous methods and was 
carried out on only 2-ml. aliquots of packed red 
blood cells, although a considerably smaller quan- 
tity could have been used. At least as much lipid 
phosphorus appeared to be extracted as with pre- 
vious methods. 


Comparative Study of the Effect of Corn Germ Oil 
and Butter in Experimental Dyslipidosis in the Rat. 
C. Briot, J. Carlotti, P. Laudat and others. Presse 
méd. 67:543-545 (March 21) 1959 (In French) 
[Paris]. 


Experimental dyslipidosis was produced in 140 
male Wistar rats by the administration of 14 diets 
differing chiefly in the character of their lipid over- 
loading with either butter or corn germ oil. Each 
diet was given to a group of 10 rats for from 21 
to 30 days, after which the animals were killed and 
their lipid status determined. Comparison of the 
findings in the groups that received 2 diets identical 
in general composition but differing in the type of 
lipid calories supplied, i. e., butter in one diet and 
corn germ oil in the other, revealed an absolute 
parallelism in the lipid formulas and a close paral- 
lelism in the lipoprotein reactions. Some doubt, 
therefore, in regard to the possible effect of unsat- 
urated fatty acids on the lipid-protein balance 
seems to be warranted. It may be, as some works 
tend to show, that the provision of large quantities 
of unsaturated fatty acids, while permitting the 
persistence of lipid-protein imbalance, especially 
hypercholesterolemia, is nevertheless unfavorable 
to the deposition of lipids in the walls of the ar- 
teries. This point of view, however, is entirely 
foreign to that expressed by the American authors 
of the original work on this problem. 

The literature reflects the differences of opinion 
between authors who have studied the action of 
unsaturated fatty acids in man and those whose 
studies, constantly less favorable, have been car- 
ried out in the rat. One reason for these differences 
may perhaps be found in the small number of pa- 
tients who have actually been studied well, so that 
the favorable results might be attributable to a 
fortunate chance. The chief criticism that can be 
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addressed to human experiments, however, is a lack 
of distrust in regard to possible psychological fac- 
tors: thus, the use of a placebo seems to diminish 
considerably the part supposedly played by the in- 
troduction of unsaturated fatty acids into the diet. 

The results of the present animal experiments, on 
the other hand, do not necessarily or even prob- 
ably hold good for man. The causes of the dyslipi- 
dosis sometimes found in patients with atherosclero- 
sis are, in fact, not known, and certainly it is never 
associated with alimentary errors as gross as those 
imposed in this study. The signs of atherosclerosis 
in a given patient may be the anatomic sequelae 
of an earlier humoral disease of which it is useless 
to try to find any biochemical traces. Nevertheless, 
humoral changes must necessarily be relied on, 
at least in human experiments on atherosclerosis, 
but in studying them care should be taken to 
use a large enough series and to counteract psy- 
chological influences by the rational administration 
of placebos. 


Effects of Dietary Fat Upon Polyunsaturated Fatty 
Acids of Blood in Patients with Multiple Sclerosis. 
B. Gerstl, W. E. Davis Jr., J. K. Smith and others. 
Proc. Soc. Exper. Biol. & Med. 100:534-538 (March) 
1959 [Utica, N. Y.]. : 


Two schools of thought on the etiology of multi- 
ple sclerosis have recently gained prominence; one 
suggests that an allergic reaction is involved, the 
other that an enzymatic or metabolic defect un- 
derlies recurrent attacks of demyelination. The 
authors feel that their own observation that some 
patients with multiple sclerosis revealed higher 
plasma levels of dienoic acid than did controls, 
together with the dietary studies of Swank and the 
increased chylomicron index noted by Skillen and 
others, warrants further investigation of the lipid 
metabolism in this disease. A baseline blood sample 
was obtained after a patient with multiple sclerosis 
had been on average hospital diet, including 
approximately 20% protein, 28% fat, and 52% carbo- 
hydrate. Then, the test patients and contratest pa- 
tients all received a nearly eucaloric diet with 
soybean oil as main source of polyunsaturated fatty 
acids (PUFA). Blood was obtained after overnight 
fasting. Clotting of blood was prevented by addition 
of dry potassium oxalate. The cells were separated 
by centrifuging at 3,000 rpm. Plasma was extracted 
and total lipids and cholesterol determined as in 
previous investigations. The PUFA’s were measured 
by the method of Herb and Riemenschneider. 
Measurement at 374 my» was included, and the 
PUFA’s were calculated according to Hammond 
and Lundberg. Separation and estimation of PUFA’s 
in red blood cells were carried out as described 
elsewhere. 

Since ratios of individual lipids to total lipids 
and those between the 2 groups of structurally 
related PUFA’s are more revealing than data on 
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individual lipids, the authors also report their re- 
sults as ratios. The different ratios obtained are 
listed, and some of the data obtained are com- 
pared with those of other investigators. The con- 
cluding summary emphasizes that a decline of 
cholesterol/lipid and of tetraene/PUFA and an in- 
crease of PUFA/lipid as well as diene/PUFA ratios 
were observed in both groups of patients. Differ- 
ences between the 2 groups are represented by 
significant decline of triene/PUFA ratio in the con- 
tratest group and, conversely, by a rise of triene/ 
tetraene ratio in the patients with multiple sclero- 
sis. Studies on the red blood cell lipids did not re- 
veal any significant changes in the ratios, though 
they reflected to a slight degree the changes in 
plasma lipids. 


MSH-like Substance from Human Placenta. H. H. 
Varon. Proc. Soc. Exper. Biol. & Med. 100:609-610 
(March) 1959 [Utica, N. Y.]. 


A melanocyte-stimulating hormone (MSH) from 
the pituitary, which is of functional importance in 
lower animals, has been known for several years. 
Interest in this hormone was renewed in 1954 after 
Lerner and co-workers showed that MSH had a 
role in human physiology. These investigators also 
reported that blood and urine levels of this hormone 
were elevated during pregnancy. The author of 
this paper describes studies that aimed at isolating 
MSH from human placenta. The isolation pro- 
cedure employed is a modification of that em- 
ployed by Lerner and others for preparation of 
pituitary MSH. Full-term placentas, of an average 
weight of 550 Gm., were collected from Chicago 
Lying-in Hospital soon after delivery, and then ex- 
tracted individually. 

The final product of extraction averaged 120 mg. 
per placenta. The assay employed was similar to 
the in vitro frog skin method. However, the skin 
of Anolis carolinensis (chameleon) was substituted 
because of certain advantages. Selected lots of hog 
pituitary MSH were used as standards. The ma- 
terial extracted was a tan powder readily soluble 
in water. The activity decreased greatly within a 
matter of weeks during storage at room tempera- 
ture. Loss of activity was slowed down by refrigera- 
tion. The substance caused darkening of Anolis 
carolinensis skin similar to that caused by hog 
pituitary MSH. A table lists results of assays of 
MSH preparations from 10 placentas. The average 
concentration was about 3.05 & 10° units per milli- 
gram. This activity is much less than the reported 
value for pure MSH from hog pituitary of 5 « 10’ 
units per milligram. The material had a potency 
1/200 to 1/300 of that found in MSH preparations 
from hog pituitary. 

The material seems to be present in concentra- 
tions greater than can be accounted for by its being 
derived from placental blood. Conjecture regarding 
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the biological significance of placental MSH _ is 
summarized as follows: The rapid decline of MSH 
values in blood and in urine soon after delivery 
might be due to loss of the placenta containing 
large quantities of this substance. Whether the 
formation and rapid postpartum loss of much of the 
increased dermal and mucosal pigmentation com- 
monly noted during pregnancy (chloasma) is also 
related to placental MSH requires further study. 


Effect of Spirolactone SC 8109 on Renal Function 
in Normal Human Subjects. R. A. Wiggins, M. E. 
Hutchin, J. V. Carbone and P. D. Doolan. Proc. Soe. 
Exper. Biol. & Med. 100:625-627 (March) 1959 
[Utica, N. Y.]. 


A natruretic effect of synthetic steroids (spirolac- 
tones) has been demonstrated in rats, dogs, and 
human subjects, but it has also been shown that 
these spirolactones are virtually ineffective in the 
absence of mineralocorticoid and that effects upon 
urinary electrolyte excretion are constant so long 
as a constant ratio of spirolactone/mineralocorti- 
coid is maintained. It was the purpose of this study 
to examine more carefully renal function in the 
normal human subject under the influence of endo- 
genous aldosterone with and without administration 
of a spirolactone. The substance used was 3-(3-oxo- 
17beta-hydroxy-19-nor-4-androsten- 17 alpha-yl)pro- 
pionic acid gammalactone known by the code name, 
SC 8109. Five normal, male, human subjects were 
studied by the classic clearance techniques during 
salt deprivation before and after therapy with the 
steroid-17-spirolactone, SC 8109. No change in the 
glomerular filtration rate or effective renal plasma 
flow could be demonstrated, but a definite sodium 
diuresis and potassium retention occurred in re- 
sponse to the spirolactone. A small increase in free 
water clearance was seen in 4 of 5 subjects studied. 
These observations localize the effect of spirolac- 
tone to the renal tubule. 


PUBLIC HEALTH 


Lung Cancer and Cigarette Smoking. R. Doll. Acta 
Unio internat. contra cancrum 15:417-423 (no. 2) 


1959 (In English) [Louvain, Belgium]. 


The author reports the results of 2 studies on 
lung cancer and cigarette smoking and reviews the 
various hypotheses which have been suggested to 
account for the results. Data on 187,783 men, be- 
tween 50 and 69 years of age, who died of lung 
cancer in the United States have been compared 
with data on 24,354 men, aged 35 years or over, 
who died of the same disease in Great Britain. The 
first group was followed up for nearly 4 years, and 
the second for more than 6 years. The mortality 
rates among all the men, including nonsmokers and 
smokers, were about 10 times greater than the rates 
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among nonsmokers, and the mortality rates among 
heavy cigarette smokers were about 20 to 30 times 
greater than those among nonsmokers. The mor- 
tality rates among cigarette smokers were substan- 
tially greater than the rates among other types of 
smokers, and the mortality rates among mixed 
smokers of cigarettes and other types of tobacco 
were intermediate. The mortality rate was lower 
when smoking had been stopped for 1 to 10 years, 
and was substantially lower when smoking had 
been stopped for 10 years or more. 

The author concludes that the association of lung 
cancer and cigarette smoking is not an artifact 
resulting from the method of study. It does not 
necessarily follow that smoking causes the disease. 
It is suggested (1) that smoking determines the site 
of cancer appearance, (2) that the precancerous 
condition induces smoking, and (3) that smoking 
and cancer result from a common factor (heredity, 
alcohol). The principal observations which have 
been cited as incompatible with the theory that 
cigarette smoking is a causal factor in the produc- 
tion of the disease are (1) the increasing disparity 
in smoking habits, (2) the disproportion between 
the mortality from lung cancer and the cigarette 
consumption in different countries, and (3) the con- 
flict of evidence with regard to the apparent effect 
of inhaling. These 3 objections raise questions of 
considerable theoretical interest. Many more data 
are required before they can be answered com- 
pletely. It seems reasonable to conclude that none 
of the data provide a compelling reason for 
abandoning the hypothesis of causality. 


Epidemiologic, Experimental and Histological Stud- 
ies on Metal Cancers of the Lung. W. C. Hueper. 
Acta Unio internat. contra cancrum 15:424-436 
(no. 2) 1959 (In English) [Louvain, Belgium]. 


The author presents data from the literature 
concerning environmental and occupational ex- 
posure to carcinogenic metals, their carcinogenic 
potency, and their relation to the causation of can- 
cer of the lung. These data indicate that respiratory 
contact with these metals plays probably a more 
important role in the determination of general and 
occupational incidence rates of lung cancers than 
has been assumed in the past by many investigators. 
Recent studies on the distribution of certain metals 
in the atmosphere of some American cities suggest 
that lung cancer hazards for residents of industrial- 
ized urban areas not only may be due to organic 
chemicals but may, perhaps in part, be related to 
the presence of carcinogenic metallic dusts. The 
marked differences in the concentrations of various 
metals in the atmosphere of the numerous cities 
analyzed, moreover, suggest that these differences 
may have contributed to the striking variations in 
lung cancer death rates noted recently in a survey 
of 163 American metropolitan areas. This observa- 
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tion does not support the allegation that local dif- 
ferences in smoking habits mostly account for the 
differences in lung cancer death rates. 

The author reports on his own experimental in- 
vestigations with radioactive metals, chromium, 
and nickel, which have succeeded in the produc- 
tion of cancers of the lung and of other tissues in 
animals exposed to certain inorganic chemicals 
(radioactive metals, nickel, chromium, arsenic, as- 
bestos, and, possibly, iron oxide and beryllium); 
these are known to be or are suspected of being 
responsible for an excessive occurrence of cancers 
of the lung, larynx, nasal cavity, and nasal sinuses 
in members of special worker groups. The histo- 
logical, hyperplastic, and neoplastic lesions elicited 
in the lungs of experimental animals by nickel- 
containing and chromium-containing compounds 
were similar or identical with those seen in men 
exposed to the same and similar inorganic carcino- 
genic dusts, fumes, and vapors. The cancerous re- 
actions observed in animals and man include car- 
cinomas of the squamous-cell, round-cell, and 
adenocarcinomatous types. Animals exposed to 
nickel and chromium exhibit, moreover, sarcoma- 
tous reactions. Since there is abundant human and 
experimental evidence indicating that the same 
exogenous carcinogen is capable of producing can- 
cers of different histological types, the recently ad- 
vanced claim that squamous-cell and round-cell 
carcinomas of the human lung are predominantly, 
or almost exclusively, caused by cigarette smoking 
has no sound scientific or factual basis. 


Salmonellosis Traced to Sea Gulls in Ketchikan 
Area. A. N. Wilson and Mrs. R. Baade. Alaska Med. 
1:18-19 (March) 1959 [Anchorage]. 


It has been observed that, with the onset of the 
storms of early winter, the sea gulls leave the water 
front of Ketchikan and fly inland to Ketchikan 
Lake for shelter. Epidemics of gastrointestinal dis- 
ease, generally referred to as “stomach flu,” are 
often observed at this time of the year. In Novem- 
ber and December, 1953, such an outbreak was 
traced to sea gulls at Ketchikan Lake, which is the 
main source of the water supply of the town. Thou- 
sands of gulls were at the lake at that time, and the 
water showed gross contamination. Birds are known 
to be carriers of Salmonella organisms. Of 14 sea 
gulls collected for study, one was found to harbor 
Salmonella (paratyphoid) organisms. Stool speci- 
mens obtained from hospitalized patients during 
the epidemic were also found to contain these bac- 
teria. Typing of the organisms isolated from the 
gull and from the patients proved that all were of 
the type Salmonella manhattan, an organism of the 
paratyphoid C group. The authors cite additional 
reports on the pollution of water supplies by sea 
gulls, including instances in Massachussetts and at 
various points along the Pacific coast in Canada 
and the United States. 
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BOOK REVIEWS 


The Practical Evaluation of Surgical Heart Disease: The 
Grover Clinic. Written and compiled by Robert G. Trout, 
M.D. Edited by Robert P. Glover, M.D. Medical illustrator: 
Joseph Sunner. Heart sounds recorded by J. Scott Butter- 
worth, M.D. [Adapted from American Medical Association 
convention exhibit (June, 1957) which was awarded Billings 
Gold Medal.] Cloth. $10. Pp. 132, with illustrations and one 
45 r. p. m. recording. Blakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St., New York 36; 95 Farring- 
don St., London, E. C. 4, England; 253 Spadina Rd., To- 
ronte 4, Canada, 1959. 


This manual was prepared primarily as an un- 
complicated and ready reference work to help the 
busy physician in his everyday professional tasks. 
The following subjects are presented: simplified 
physiology, radiographic interpretation, electro- 
cardiographic interpretation, patent ductus arte- 
riosus, coarctation of the aorta, vascular rings, 
pulmonary stenosis, interatrial septal defects, inter- 
ventricular septal defects, tetralogy of Fallot, trans- 
position of the great vessels, mitral stenosis, mitral 
insufficiency, aortic stenosis, aortic insufficiency, 
coronary insufficiency, cardiac catheterization, an- 
giocardiography, and a bibliography. Each subject 
receives about five pages in the book and contains 
a drawing of the lesion, a discussion in outline 
form, roentgenograms, electrocardiograms, and a 
comment on the history, examination, and treat- 
ment of one or more illustrative cases. The presen- 
tation of each subject is brief and easily under- 
stood. This manual contains a wealth of information 
based on the extensive experience of the authors. 
If a practitioner were desirous of having a 
surgeon discuss one of these subjects, this is about 
what the latter would say in a brief discussion, 
accompanied by illustrations. This book is a primer 
on these subjects, and as such it is valuable. 

No reference is made to such other cardiac con- 
ditions that concern the surgeon as acute and chronic 
compression of the heart, penetrating and nonpene- 
trating wounds of the heart, tumors of the heart, 
foreign bodies in the heart, the physiology of local- 
ized versus generalized anoxia in the heart, self- 
electrocution of the heart, and reversal of the death 
factor after it appears. These subjects also concern 
the practitioner but they are not common, except 
electrocution in hearts that are structurally too good 
to die. Prevention of electrical death and reversal 
after it occurs should be included in a modern 
treatise on cardiac surgery. This manual, however, 
covers a lot of ground in a concise and understand- 
able way, and it is highly recommended. 


These book reviews have been prepared by petent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Enzymopathologie: Enzyme ia Klinik und Forschung. Von 
Dr. med. Roland Richterich, Cloth. 128 marks. Pp. 703, 
with 132 illustrations. Springer-Verlag, Heidelberger Platz 3, 
(1) Berlin-Wilmersdorf (West-Berlin ); Neuenheimer Land- 
strasse 24, Heidelberg; Gottingen, Germany, 1958. 


The author has been a student of enzymology, 
first in the departments of anatomy and of internal 
medicine at the University of Basel and, more re- 
cently, in the United States in the departments of 
cancer research, internal medicine, and pharma- 
cology of the Boston University School of Medicine. 
He is co-author of publications dealing with 
hyaluronidase, urease, the effect of benzidine on 
liver, phosphatase, hydrogenase, and others. Thus 
he is well qualified to discuss authoritatively a 
subject which has become increasingly important 
for the understanding of human physiology and 
pathology. In the course of the extremely rapid 
growth of the knowledge in this area, it has become 
difficult to keep up with the literature even of one’s 
own country, to say nothing of publications in other 
countries. The purpose of this book is to supply a 
critical digest of what is known of the role of 
enzymes in pathogenesis of disease, at least, as of 
the date of writing. 

The subject is treated in three parts. Part 1 deals 
with the biology and physiology of enzymes. In 
part 2, general aspects of enzymopathology are 
presented. Inheritance of enzyme systems, the role 
of enzymes in the metabolism of proteins, carbo- 
hydrates, lipids, porphyrin, hemoglobin, and nucleic 
acid, in nutritional disturbances, and in hormone 
metabolism are among subjects discussed in detail. 
The role of enzymes in cancer, in the various as- 
pects of proteolysis, and in the reactions of the body 
against external damaging agents are some of the 
other topics. Special enzymatic pathology is treated 
in over 300 pages of part 3. The role of enzymes 
in the lesions of connective tissue, of the osseous 
system, muscles, cardiovascular system, stomach, 
pancreas, liver, kidneys, and male sex organs are 
covered in great detail. The name and subject in- 
dexes are well organized. 

The author has done a good job of assembling 
much of the material in the bibliography and pre- 
senting it in the form of a coherent text. In the 
field of causative relation between enzymes and 
human pathology there are not many textbooks of 
this type, and contributions of this sort are bound 
to be useful. However, this book, like others of the 
same kind, suffers from an inevitable weakness that 
cannot be avoided in ambitious projects undertaken 
by a single author. Some parts are more extensively 
treated than others. An example of a field that 
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could be improved by bringing the background 
knowledge up to date is the discussion on anaphy- 
laxis and proteolysis in the sixth chapter of the 
second part of the book (page 248). The observa- 
tions made in the last 10 years by H. Tabor, R. W. 
Shayer, S. A. Karjala, and others with respect to 
the metabolism of histamine have not been in- 
cluded. The most “recent” references on the subject 
of histamine date back to 1951. 

Despite this and other similar shortcomings, ideas 
are clearly presented throughout the text, and this 
makes the book highly commendable not only for 
the specialist, and the professional investigator, but 
even more so for the interested physician who tries 
to acquire a better understanding of the biochem- 
istry of human disease. 


Leprosy in Theory and Practice. Edited by R. G. Coch- 
rane, M.D., Ch.B., F.R.C.P. With foreword by Sir George 
McRobert, C.LE., M.D., F.R.C.P. Cloth. $15. Pp. 407, with 
190 illustrations, Williams & Wilkins Company, 428 E. 
Preston St., Baltirnore 2; John Wright & Sons, Ltd., 42-44 
Triangle West, Bristol 8, England, 1959. 

This new, comprehensive textbook on leprosy 
and its management was compiled from the con- 
tribution of 24 students and practitioners in the 
field. The editor and major contributor is a dedi- 
cated and hard-working scholar whose travels have 
kept him in close touch with colleagues in those 
areas of the world where leprosy is endemic. He 
writes easily with authority and from long familiar- 
ity with his subject. 

The chapters are in the familiar sequence of a 
text that deals with a communicable disease, ex- 
ploring in order the history, bacteriology, epidemi- 
ology, pathology, immunology, clinical course, 
complications, treatment, prognosis, and prevention 
of the disease. The pace of the text changes as 
chapters by the contributing authors introduce de- 
tailed accounts of special problems and their man- 
agement. The chapters on the acid-fast bacteria 
and on other mycobacterial diseases provide studies 
of the footings upon which further knowledge of 
the causative organism of leprosy will undoubtedly 
be built. The work on epidemiology shows the 
puzzles and contradictions that experience with 
leprosy provides to the field worker. It is difficult 
to derive sets of principles from observations gath- 
ered, and the sound conclusion is that “statements 
which apply in one area may not apply in another 
area.” 

An interesting chapter on sensory and neuro- 
histological changes in leprosy follows the chapter 
on the pathology of the disease. There are very 
thorough presentations on involvement of the eyes, 
the care of the feet, and physical therapy methods 
for the relief of deformity. The excellent chapter 
on the surgical management of deformity, particu- 
larly of the hand, is well illustrated and should be 
useful to orthopedic surgeons concerned with re- 
storing the function of hands crippled by other 
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diseases of the peripheral nerves. There are 10 
appendixes on topics that present problems to 
clinicians, surgeons, laboratory workers, and public 
health administrators. There is a surprisingly small 
number of repetitions or of contradictions in a book 
composed of chapters by authors whose laboratories 
and clinics are physically separated from each 
other by oceans. 

There is a theme in the foreword, the chapters, 
and appendixes that reiterates many times the need 
for an objective examination and an understanding 
of this enigmatic disease, without emotional bias. 
It is expressed in many ways with sympathy for 
the plight of the patient. For example, the chapter 
on deformity begins by recognizing that visible 
mutilation frequently associated with the disease 
has maintained an unreasonable public rejection 
of these patients. Another chapter shows sensi- 
tivity to the hope that can now be encouraged in 
patients with leprosy and the misery and fear that 
still haunt: them. 

The editor and the contributors are all practical 
men faced with the need to combat a great clinical 
and public health problem. The only criticism that 
one can make of this useful book is that it devotes 
too little space to speculation and to theory. Each 
contributor adapts theory to his needs so that it 
becomes “practice.” One gets the sense from this 
book that leprosy as a topic of study can serve as 
a springboard into the study of medicine and that 
the many unsolved problems in this disease will 
eventually be mastered by a multidisciplinary 
approach. 


Instrumentation in Anesthesiology. By William H. L. 
Dornette, M.D., Professor of Anesthesiology and Head of 
Department, University of Tennessee College of Medicine, 
Memphis, and Verne L. Brechner, M.D., Assistant Professor 
of Anesthesiology, University of California School of Medi- 
cine, Los Angeles. Cloth. $8. Pp. 242, with 130 illustrations. 
Lea & Febiger, Washington Sq., Philadelphia 6, 1959. 


Medical instrumentation is a field of constantly 
increasing ingenuity, particularly since World War 
II. At least one American graduate school now 
offers opportunities for advanced studies in this 
imaginative and eminently useful branch of inven- 
tion. A volume that includes descriptions of all the 
devices and instruments currently applicable to an- 
esthesiology has long been needed. This book sat- 
isfies that need. The authors proceed from such 
fundamental but salient considerations as safety 
precautions, basic physics, and electrical interfer- 
ence to the highest developments which instrumen- 
tation has thus far reached, meaning servomechan- 
isms and central monitoring systems. 

This presentation of a diverse and complex sub- 
ject is unusually well done. The illustrations in 
many cases help to reduce what otherwise would 
have been a lengthy description. The reader who 
wishes additional information, particularly from 
authorities in the field who did pioneer work in the 
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development of a given instrument or procedure, 
is provided with references to such studies. The 
authors lay down six fundamental requisites which, 
they believe, must be satisfied if a monitoring de- 
vice or, indeed, any instrument applicable to an- 
esthesiology, is to be acceptable. These are efficient 
performance, practical size, simplicity of operation, 
equitable cost, minimal nuisance to patients and 
others, and maximal safety. The book has great 
potential usefulness, since every technique and pro- 
cedure it describes should contribute in some meas- 
ure to improvement in the care of the surgical 
patient. 


Asexualization: A Follow-up Study of 244 Cases. By Johan 
Bremer, Medical Director, Gaustad Mental Hospital, Oslo, 
Norway. Cloth. $5.50. Pp. 366. The Macmillan Company, 
60 Fifth Ave., New York 11; Oslo University Press, Oslo, 
Norway, 1959. 


From time to time through the years someone 
comes up with the suggestion that sexual criminals, 
or persons who might become such because of un- 
controllable sexual urges, ought to be castrated. 
It is not always clear whether the suggestion has 
in mind the protection of the public or the penal- 
izing of the individual, but the suggestion is made 
nevertheless. The practice of castrating criminals 
has never become popular in the United States 
and, in fact, in no state is it a legal procedure. It 
is legal in a number of European countries, how- 
ever, and this book reports on a series of 244 sex 
offenders who were castrated under the Norwegian 
law between 1935 and 1949. The study analyzes in 
detail the changes in physical and psychic states, 
emotional reactions, and sexual life brought about 
in the 216 men and 28 women who were castrated 
under this law. Psychiatrists especially will be in- 
terested in the individual case histories. 

So far as castration may be the answer to the 
problem of the sexual criminal, the conclusions of 
the report are quite definite. The study of the 
male castrates concludes: “In general, castration is 
only of therapeutic significance in behavioral dis- 
turbances involving an urge for sexual relief. No 
general effect of pacification has been encountered 
at all, no sedative influence on exaggerated affec- 
tions, no harmonization of emotional life, no ‘reso- 
cializing’ influence on asocial or antisocial behav- 
iour beyond the sexual sphere.” About women cas- 
trates the report concludes: “Nobody castrated in 
the hope of pacifying has become easier to handle, 
and clinging and petting oligophrenics continue 
to do so. . . . As far as it is possible to judge from 
such unreliable, psychopathological material, sexual 
reactivity and activity are not essentially changed 
.... The results of the legal castration of women 
seem so uncertain and poor that there is definitely 
doubt as to its justification.” 

This book should be of great value and interest 
to lawyers, penologists, and psychiatrists. 
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The School Health Program: A Textbook for Teachers 
and for Other Professional Personnel in School Health. By 
Alma Nemir, M.D., Professor and Director, Division of 
Health Education, Department of Health, Physical Educa- 
tion, and Recreation, College of Medicine, University of 
Utah, Salt Lake City. Cloth. $6. Pp. 428, with 70 illustra- 
tions. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, 
W.C. 2, England, 1959. 

Written by a physician, with assistance from 
numerous educators, dentists, and public health 
personnel, this volume gives a good over-all view 
of a typical school health program. 

The amount of attention given to the details of 
the health service program is greater than is cus- 
tomary in books describing the general school 
health program. Part 1, “The School Child: His 
Normal Health Status and Common Health Prob- 
lems,” discusses 16 areas of health interest from the 
point of view of both health service and health 
education, with emphasis on the role of the teacher, 
administrator, nurse, doctor, and others on the 
school health team. Part 2, “The School Health 
Program,” covers the administrative organization of 
the school health program, including environment, 
services, education, and evaluation. 

Each chapter is followed by a bibliography of 
additional sources of information and a list of 
materials for teachers to use in schools. The ap- 
pendixes include a list of resource agencies, exam- 
ples of school health record forms, and methods of 
program evaluation. Repeated reference is made to 
publications of the Joint Committee on Health 
Problems in Education of the National Education 
Association and the American Medical Association, 
as well as to other committees and commissions of 
these and other recognized authorities. The book's 
universal application is limited, however, by being 
strictly concerned with the specific school health 
situation created by the statutes and traditional 
practice in Utah. Nevertheless, school health per- 
sonnel who follow this book should be able to 
develop a reasonably good program. 


Physiology of Muscular Activity. By Peter V. Karpovich, 
M.D., M.P.E., Research Professor of Physiology, Springfield 
College, Springfield, Mass. Originally by Edward C. Schnei- 
der, M.P.E., Ph.D., D.Sc. Fifth edition. Cloth. $5.50. Pp. 
368, with 83 illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury 
Ave., London, W. C. 2, England, 1959. 

The present edition is a revised and expanded 
version of a book recognized for a quarter of a 
century as an authoritative compilation of useful 
research in the physiology of exercise. A new chap- 
ter on muscle training has been created by dividing 
a former chapter. New material has been added on 
the effect of warming up on athletic performance, 
the heart and training, the relation between physi- 
cal fitness and intelligence, a comparison of isotonic 
and isometric methods of muscle training, and 
other related factors. To serve as a guide to those 
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using this book for study, each chapter is followed 
by a list of questions suitable for classroom dis- 
cussion or self-evaluation. 

A bibliography of 524 references, each keyed by 
number to the place of its discussion in the text, 
makes this a source book for physicians and physi- 
ologists concerned with sports medicine, physical 
educators and coaches responsible for the training 
of persons engaging in physical activity and athletic 
programs, and for those involved in research in 
physical activity. 


Dangerous Marine Animals. By Bruce W. Halstead, M.D., 
Director, World Life Research Institute. Cloth. $4. Pp. 146, 
with 87 illustrations. Cornell Maritime Press. Cambridge, 
Md., 1959. 

This book was written after 14 years of medical 
research on marine organisms. Dangerous animals 
are those that bite or are poisonous to man. This 
is a practical and instructive guide to their identi- 
fication, world-wide geographical distribution, hab- 
its, noxious effects, and the treatment and preven- 
tion thereof. The opening chapter is a brief résumé 
of the manner in which knowledge of dangerous 
marine organisms has evolved. Following chapters 
deal with marine animals that bite (sharks, moray 
eels, and giant clams); those that sting (jellyfish, 
cone shells, and stingrays); and those that are 
poisonous to eat. This last chapter is not concerned 
with illness due to bacterial food poisoning, but 
rather with marine animals whose flesh may con- 
tain toxic substances under certain conditions. Phy- 
sicians should be particularly interested in the 
sections on medical aspects which describe types 
of wounds, symptoms of poisoning, and recom- 
mended treatment. The practical value of this book 
is increased by numerous photographs and detailed 
drawings that show the specimen in its natural 
habitat and illustrate various features of anatomic 
significance. It is unusual to find authoritative and 
comprehensive data of this type presented in a 
popular style. Physicians, first-aid workers, biolo- 
gists, and skin divers alike should find this a useful 
and valuable handbook. 


The Plasma Proteins: Clinical Significance. By Paul G. 
Weil, B.A., M.D.C.M., M.Sc., Director, Transfusion Service 
and Assistant Physician, Royal Victoria Hospital, Montreal. 
Material published in American Practitioner & Digest of 
Treatment, September, 1958. Cloth. $3.50. Pp. 133, with 2 
illustrations. J. B. Lippincott Company, E. Washington Sq., 
Philadelphia 5; 4865 Western Ave., Montreal 6, Canada, 
1959. 


Plasma proteins play a dominant role in the path- 
ogenesis of a variety of diseases and clinical syn- 
dromes. The names of some proteins have become 
the names of diseases, e. g., agammaglobulinemia, 
cryoglobulinemia, and macromolecular syndrome. 
Consequently, at least slight familiarity with plas- 
ma proteins is essential nowadays for the under- 
standing of many diseases and for the diagnosis 
and intelligent therapy of some. The busy physi- 
cian, be he generalist or specialist, can rarely afford 
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the time to look for information regarding biochem- 
istry in the many textbooks on the subject. This 
pocket-sized book attempts to bridge the gap be- 
tween what the practitioner needs and the sources 
of the required information in books and special 
journals. The specific items discussed in this book 
include albumin, fibrinogen, globulins, liver disease, 
pregnancy, infancy and old age, hemorrhagic dis- 
orders, amyloidosis, and other topics. The treatment 
of these complex subjects is aimed at the person 
without specialized education in chemistry. The 
author has achieved what he set out to do. The book 
is excellent for a quick review of an important sub- 
ject and for occasional consultation, which will be 
facilitated by the well-organized subject index. 


Tuberculosis Medical Research: National Tuberculosis 
Association 1904-1955. By Varginia Cameron and Esmond 
R. Long, M.D. Historical series no. 9. Cloth. $5. Pp. 325. 
National Tuberculosis Association, 1790 Broadway, New 
York 19, 1959. 

This is a historical résumé of the research in 
tuberculosis first recorded by leading proponents 
from their own laboratories and reported largely 
at the annual meetings of the National Tuberculosis 
Association commencing in 1904. The realization 
of the importance of such research in the solution 
of the problem of controlling tuberculosis, and that 
the necessary funds came primarily from the sale of 
Christmas seals, stimulated the leaders of the above- 
mentioned organization in 1921 to create a definite 
program of grants-in-aid. Later this program was 
extended to the medical division, the American 
Trudeau Society. Thus there came into being one of 
the first research programs on a national scale sup- 
ported by public contribution, the forerunner to 
the many national research programs now operat- 
ing. This treatise contains a section on the financial 
aspects of grants-in-aid. Those interested in chest 
diseases, particularly tuberculosis, will wish to 
study this important phase of the work of the Na- 
tional Tuberculosis Association. 


Principles of Peripheral Vascular Surgery. By S. Thomas 
Glasser, M.D., C.M., F.A.C.S., Associate Clinical Professor 
of Surgery, New York Medical College, New York. Cloth. 
$12.50. Pp. 410, with 32 illustrations. F. A. Davis Company, 
1914-16 Cherry St., Philadelphia 3, 1959. 


The unprecedented development of vascular sur- 
gery has brought forth a number of new mono- 
graphs on this subject. Among these, Glasser’s new 
contribution is characterized by its clarity of style 
and by its comprehensive bibliography. There are 
few illustrations, hardly any of them original. The 
extensive material lacks organization and some 
subjects are given undue emphasis. The total im- 
pression is that of a broad literary survey, uncriti- 
cally presented. The general practitioner or the 
general surgeon performing some vascular opera- 
tions will not get a balanced picture of the field 
from this book. For those actively engaged in this 
specialty, it is a useful source of reference. 
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QUESTIONS AND ANSWERS 


TYPHOID CARRIERS 

To THE Eprror:—It is generally accepted that ty- 
phoid immunizations reduce the incidence and 
severity of clinical typhoid by producing a sig- 
nificant level of antibody. Clinical cases of ty- 
phoid therefore are fewer and milder among 
vaccinated persons. Does it follow that immuni- 
zations will reduce the incidence of typhoid 
carriers? Is an active case of typhoid necessary 
for development of the carrier state, or are per- 
sons likely to become carriers after having had 
subclinical infections? 

Hugh W. Randel, M.D., New Yerk. 


Answer.—Although typhoid vaccine has been 
extensively used for many years, direct epidemi- 
ologic evidence for its effectiveness in man has 
been, until recently, meager and of uncertain reli- 
ability. A recent, carefully controlled field study in 
Yugoslavia indicates that heat-killed phenolized 
vaccine offers substantial but incomplete protection 
against clinical typhoid fever. There is practically 
no information on whether vaccination will prevent 
development of the’ carrier state. A substantial 
number of chronic fecal or urinary carriers, when 
discovered through bacteriological surveys or 
through search for sources of infection in out- 
breaks or isolated cases in families, give no history 
of a recognized attack of typhoid fever in the 
past. There generally is no information whether 
they became carriers as a result of an undiagnosed 
clinical attack or of subclinical infection. It seems 
probable that vaccination will reduce the incidence 
of typhoid carriers, at least to the extent that it 
reduces incidence of the disease, but this opinion 
is not based on direct evidence. 


SPONDYLOLISTHESIS 

To THE Eprror:—Please recommend treatment for 
an athletic young man, aged 18, who has a neural 
arch defect of the fifth lumbar vertebra with first- 
degree slipping on the sacrum. What are the 
findings regarding success of operation in such 
cases? G. K. Mahl, M.D., Ironton, Ohio. 


ANSWER.—Treatment of spondylolisthesis depends 
somewhat on its symptoms. If the patient described 
is having pain, probably surgical relief is advisable. 
If there are no symptoms and the defect was dis- 
covered incidentally, operation can be delayed until 
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symptoms develop. There are two basic methods 
for surgical treatment of spondylolisthesis. One is 
to graft the bones posteriorly, immobilizing the 
loose segment between the stable segments above 
and below. In this patient, this would mean fusion 
of the fifth lumbar vertebra to the fourth and to the 
sacrum. Results with this method of treatment 
usually are good. There are published surveys of 
patients who have had this operation for spondylo- 
listhesis. In rare instances, anterior fusion of the 
vertebral centrums is done. 

The second type of operative procedure involves 
decompression of the nerve roots as they pass by 
the site of the opening in the pars interarticularis. 
According to more recent concepts of spondylolis- 
thesis, this opening is a result of a fracture that has 
occurred in the pars interarticularis, with nonunion. 
Callus, cartilage, and other fibrous elements that 
form about the fracture encroach on the nerve root. 
Gill's operation consists of removing the loose 
neural arch posteriorly and thoroughly decompres- 
sing the nerve roots at the site of the pseudarthro- 
sis in the pars interarticularis. This procedure has 
the added advantage of preventing the loose poste- 
rior segment from impinging on the cauda, as it 
might if it were caught and squeezed between the 
posterior elements of the fourth lumbar and first 
sacral vertebrae, especially on hyperextension. Re- 
sults of the Gill operation are not yet fully known. 
There have been reports of incomplete relief of 
back pain. There should be no hesitancy, however, 
in recommending the traditional spinal fusion for 
this syndrome of spondylolisthesis in an 18-year-old 
boy with symptoms. 


X-RAYS OF EXPECTANT MOTHERS 


To THE Eprror:—Many expectant mothers ask if a 
chest x-ray is injurious to the unborn baby. In 
the past, it has been considered wise to obtain 
routine chest x-rays of pregnant women. Is there 
any evidence indicating they are injurious to the 
fetus? Is the procedure considered worthwhile? 

Oliver E. H. Larson, M.D., Zumbrota, Minn. 


ANSWER.—There is no evidence that very small 
doses of ionizing radiation, such as those associated 
with properly controlled chest roentgenography of 
the expectant mother, are injurious to a fetus. More- 
over, many chest lesions occur in pregnant women 
which demand prompt diagnosis and treatment in 
the interests of both the mother and the unborn 
child. Since such lesions are frequently asympto- 
matic or produce symptoms easily attributable to 
the pregnancy, they are detected early only by 
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chest roentgenography. Therefore, it would appear 
worthwhile to obtain chest roentgenograms in preg- 
nant women. It is preferable to defer such roent- 
genography until the second trimester of pregnancy, 
and it is the obligation of the radiologist to take 
every precaution to minimize the exposure associ- 
ated with the study by proper selection of roent- 
genographic factors and materials and by proper 
filtration and diaphragm of the x-ray beam. To 
answer patients’ questions concerning possible haz- 
ards of medical use of x-rays, the following facts 
may be helpful: First, excessive ionizing radiation 
may induce undesirable changes of two kinds in an 
organism: somatic changes in the person receiving 
radiation and genetic changes in the germ plasm of 
the person which may ultimately increase the num- 
ber of undesirable mutations in the population. 
Second, while the tissues of the fetus are relatively 
more sensitive to the effect of radiation than adult 
tissues, particularly in the early weeks of fetal life, 
there is nevertheless a threshold dose of absorbed 
ionizing radiation below which somatic effects do 
not appear to occur. Properly controlled diagnostic 
x-ray studies of any type rarely, if ever, approach 
this threshold. Evidence based on studies in other 
species, however, indicates that there is no thresh- 
old for genetic effect. Third, any ionizing radiation 
absorbed by the germ plasm of the fetus or the 
mother is, therefore, theoretically undesirable in 
terms of the future population and should be min- 
imized if possible. Of the many sources of ionizing 
radiation to which everyone is exposed (such as 
cosmic rays), the medical use of x-rays is the most 
readily controlled. Diagnostic x-ray exposure of 
human beings should be kept to the minimum con- 
sistent with good medical management. Thus, the 
proper use of diagnostic roentgenography becomes 
a matter of good medical judgment. Unnecessary 
radiation exposure should certainly be avoided, but, 
where there is any reasonable expectation that the 
patient may benefit from a roentgenographic study, 
it should not be deferred because of unfounded or 
exaggerated fears. 


CARE OF AMPUTATION BELOW THE KNEE 


To tHe Eprror:—Please give advice concerning 
care and hardening of the stump after an ampu- 
tation below the knee and prior to fitting of 
prosthesis. The patient had this amputation ap- 
proximately six weeks ago, and it is felt that 
physiotherapy should be started as soon as 
possible. 

Benjamin T. Strehlow, M.D., Bremerton, Wash. 


ANSWER.—The question implies that there has 
been no therapy for the amputation during the six 
weeks after operation, and there is no description 
of the present condition of the amputation stump. 
The usual postoperative routine for amputation 
below the knee begins with active flexion and 
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extension exercises as soon as decrease in pain 
permits, usually on the third or fourth day. The 
most important therapeutic principles are to main- 
tain a free range of motion with powerful exten- 
sion and to insure symmetrical shrinkage during 
the healing period. After primary healing and re- 
moval of the stitches, exercise in the whirlpool, 
with or without gentle massage to prevent adherent 
scarring, is often advisable. The contemporary 
opinion is against any specific measure directed 
toward hardening of a stump. Treatment is di- 
rected toward progressive strengthening of all func- 
tioning muscles and the prevention of adherent 
scars and adherent neuromas that may complicate 
use of the stump in a prosthesis. Between periods 
of active treatment, the stump should be properly 
bandaged with recurrent turns of an elastic band- 
age that does not cause constricting bands. With 
primary healing and no complications, most pa- 
tients with such amputations are ready for meas- 
urement and fitting in six to eight weeks after the 
amputation. If therapy is to be started at six weeks 
after operation, it should include several periods 
of active resistance exercises each day with whirl- 
pool and gentle massage under supervision, at least 
once daily. The stump should be carefully wrapped 
for proper shaping at all times when the patient 
is not receiving active treatment. 


SCARLET FEVER DIAGNOSIS 


To tHE Eprror:—A marked increase in incidence 
of scarlet fever has been reported in this area. 
Other than by clinical impression and throat cul- 
ture, which only indicates a streptococcic infec- 
tion, no definite means of confirming or disprov- 
ing the diagnosis has been found. The “Shultz 
Carlton” reaction was formerly used, but no drug 
companies are making antitoxin or antiserums. Is 
there any other diagnostic aid? Recently, the 
Dick test has been done in persons with sus- 
pected cases early in the course of the disease 
and 10 to 14 days later. All tests have given posi- 
tive results. In scarlet fever, should not findings 
on this test become negative during or shortly 
after convalescence? Would early effective doses 
of penicillin prevent progress of the disease and 
and thus interfere with development of immu- 
nity? How soon after the onset of scarlet fever 
does the result of the Dick test become negative? 


Harold J. Sargent, M.D., Newfoundland, N. J. 


ANSweER.—At present, clinical scarlet fever is an 
extremely mild disease. During the past 20 years, 
there has been a sharp decline in both frequency 
and virulence of streptococcic infections. Now 
there is a rising incidence, but the disease is seldom 
severe. Satisfactory diagnosis is not always a simple 
matter. Although the Dicks maintained that a spe- 
cific erythrogenic streptococcus is responsible for 
scarlet fever, Griffith in England reported 30 types 
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of streptococci capable of producing the disease. 
For a number of years the New York State Health 
Department has not recognized scarlet fever as a 
separate entity but calls for the reporting of strep- 
tococcic infections “including scarlet fever.” When 
scarlet fever thrived the result of the Dick test was 
usually negative 10 days or two weeks after onset 
of the disease, but this did not signify that the 
nose and throat were free of streptococci. A person 
with a negative response is not immune to strep- 
tococcic infection that may be acquired by contact 
with a patient with scarlet fever. Under such cir- 
cumstances, a streptococcic sore throat may develop 
but there is no eruption on the body surface. A 
streptococcic infection does not confer lasting im- 
munity. Erysipelas is an outstanding example. Al- 
though second attacks of clinical scarlet fever are 
rare, repetitions of streptococcic sore throats are 
not uncommon. Penicillin is of value in suppressing 
and eliminating streptococci. There is no method 
that will establish active immunity to streptococcic 
infections. 


HEARING IMPAIRMENT 


To THE Eprror:—A 23-year-old woman with a con- 
genital deviation of the nasal septum and a nega- 
tive family history was affected by influenza at 
the age of 13. The onset was characterized by 
fever, dizziness, and earache on the right. During 
convalescence, she noticed bradyacusia on the 
right side. Four years later, examination revealed 
a 25% reduction in hearing on that side. Medical 
treatment was carried out intermittently, and 
neither symptoms nor further diminutions of 
hearing were experienced. The bradyacusia was 
attributed by three specialists to three different 
pathogeneses: otosclerosis, deviated nasal septum, 
and acute influenzal otitis. Could otosclerosis be- 
gin at the age of 13, have an acute onset, and be 
unilateral? Could it cause mild and nonprogres- 
sive bradyacusia for 10 years? What is the prog- 
nosis for hearing in early otosclerosis, a congenital 
deviation of the nasal septum, and an acute mid- 
dle-ear otitis? Which genetic pattern does oto- 
sclerosis follow? 


Joseph Giardina, M.D., Brooklyn, N. Y. 


ANswER.—The history in this case is not adequate 
to permit a diagnosis. The question whether loss 
of hearing in the right ear is due to a lesion of the 
sound conduction apparatus or to the sense organ 
and/or nerve can be answered by routine hearing 
tests. This and other information is needed before 
an opinion can be given. Otosclerosis may begin at 
age 13. It may be unilateral but is bilateral in the 
great majority of patients. The onset may appear to 
be acute, the patient suddenly becoming aware of 
hearing loss during the course of acute infection, 
but acute onset is not characteristic. The disease 
usually progresses with more or less irregularity. 
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Congenital deviation of the nasal septum is not 
known to have any influence on otosclerosis. Acute 
middle-ear inflammation may have an influence on 
otosclerosis, but reliable evidence is not available. 
The genetic pattern which otosclerosis may follow 
is not clear, because it is known that otosclerosis 
may be present without producing hearing impair- 
ment. 


FETAL HEART SOUNDS 

To tHe Eprtor:—A stillborn fetus, weighing 9 lb. 
14 oz. (4,479 Gm.), was recently delivered. It 
was thought that fetal heart sounds had been 
heard all through labor. Four experienced ob- 
servers located what they felt sure were easily 
audible fetal heart sounds 2 in. to the right of 
the umbilicus. The placental bruit was in the left 
flank, On delivery, the fetus showed maceration 
over the anterior surface of the abdomen. How 
does one account for the fetal heart sounds? The 
mother, a registered nurse, said she felt life 
until she went into labor. M.D., New York. 


AnswerR.—For the obstetrician to be absolutely 
certain of the presence of fetal heart tones and 
the patient of fetal activity is at times most diffi- 
cult. The finding of maceration of the fetus at the 
time of delivery would definitely prove intrauterine 
death and rule out the possible presence of fetal 
heart tones during labor. The only explanation is 
that there were apparently errors in interpretation 
of the presence of fetal heart tones and fetal 
activity. 


ACHING AND TWITCHING IN LEGS 

To tHE Eprror:—A patient, 64 years old, has com- 
plained for about a year and a half of aching and 
twitching sensations in both lower extremities, 
predominantly in the calves and ankles. It has 
been severe enough to keep him awake at night un- 
less he is under heavy sedation with barbiturates. 
Normal dorsalis pedis, posterior tibial and femoral 
pulses are felt. There are short saphenous vari- 
cosities bilaterally, with venous stasis changes. 
When first seen, he had large eruptive stasis ul- 
cers on both lower extremities. Tolazoline, 25 mg. 
four times a day, controlled these adequately but 
in no way reduced the disturbing sensation. He 
has since been given phenylbutazone, various 
corticosteroids, quinine, diphenhydramine, nico- 
tinic acid, vitamin B,, injections, and, finally, Ace 
bandages, all with no relief. What further studies 
are indicated, and what additional therapy might 
be given? 

Leonard A. Winski, M.D., Millville, Pa. 


ANSWER.—It is assumed that this patient’s symp- 
toms are unrelated to exercise or may even be im- 
proved on his moving about. Hence, they are not 
due to deficient arterial circulation, at least of the 
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extremities. Nor would the postphlebitic syndrome, 
as manifested by short saphenous incompetence and 
stasis ulcer, be responsible for twitching of the calf 
muscles at night. The blood calcium level might be 
ascertained. A systematic neurological examination, 
directed toward motor, sensory, and reflex changes 
and including spinal puncture, should be consid- 
ered. A roentgenographic study of the lumbosacral 
part of the spine might detect congenital or ac- 
quired structural deformities or calcification of lum- 
bar arteries feeding the spinal cord. Any protective 
muscle spasms of the back and radiating pain on 
motions of the trunk should be noted. Only if all 
organic causes can be excluded should a functional 
origin of the symptoms be considered. Such a con- 
dition may be present for many years without pro- 
gression. In fact, reassurance helps more than drug 
therapy. Self-medication must be discouraged. 


DIAGNOSIS OF LEPROSY 

To rue Eprror:—A woman, aged 32, apparently has 
leprosy involving the left peroneal nerve. The 
patient has already experienced spontaneous am- 
putations of all toes on that foot and has complete 
anesthesia of the anterior portion of the foot. 
No indurated nerve branches can be felt. The 
patient gives a history of having had this trouble 
since she was 5 years of age. How much leprosy 
is there in the Midwest? What is the best form of 
treatment? What epidemiological factors must be 
considered? What is the best way of making an 
accurate laboratory diagnosis? 

S. W. Scorse, M.D., Joplin, Mo. 


Answer.—During the period 1921 through 1958, 
the following number of patients were admitted to 
the Public Health Service Hospital at Carville, La., 
from the Midwest: Illinois, 35; Minnesota, 9; Iowa, 
3; Missouri, 11; Kansas, 5; Ohio, 13; Wisconsin, 4; 
Indiana, 10; and Nebraska, 2. 

Missouri's 11 cases were distributed as follows: 
Essex, one patient admitted in 1925; Independence, 
one admitted in 1927; Kansas City, two admitted in 
1926; St. Louis, six admitted in 1922, 1927, 1932, 
and 1940; and Winfield, one admitted in 1950. Sul- 
fones, in the form of sulfoxone sodium, glucosulfone 
sodium, or diaminodiphenylsulfone, are the best 
treatment available today. Residential history gives 
more factual suggestive evidence than family his- 
tory. The disease is endemic in Texas, Louisiana, 
Florida, and California. Residence abroad in China, 
Japan, South America, Mexico, or Africa would be 
of considerable significance. All household contacts 
and relatives who have had close and prolonged 
contact with the patient suspected of having the 
disease should be examined for nerve or skin le- 
sions. Skin smears stained by Ziehl-Neelsen method 
should be examined for acid-fast bacilli. Biopsy 
from the affected area should be sent to the U. S. 
Public Health Service Hospital at Carville and/or 
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the Armed Forces Institute of Pathology, Wash- 
ington 25, D. C., for examination by competent 
pathologists who are familiar with the histopathol- 
ogy of leprosy. 


SKIN CANCER SUSCEPTIBILITY 
To tHE Eprror:—A light-complexioned man, aged 
29, has had numerous keratoses on the face and 
arms, with several proved to be cancerous. It is 
necessary for him to work out of doors. He has 
been instructed to wear a broad-brimmed hat. 
What kind of ointment or protective lotions might 
be prescribed? Is there available any sun-screen- 
ing ointment that contains antimalarial drugs? 
M.D., Alabama. 


ANswER.—The ingredients of sun screens are 
chosen for their ability to absorb ultraviolet energy 
with wave lengths ranging particularly from 2,540 
to 2,970 A., for these are the rays most concerned 
with the production of erythema. Yellow petrolat- 
um used alone has significant sun-screening value. 
No lotion is likely to protect so well as a thick oint- 
ment. The usual ingredients of sun-screening prepa- 
rations are homomenthol salicylate, menthol anthra- 
nilate, digalloyl trioleate, and various derivatives of 
para-aminobenzoic acid. Incorporation of zinc ox- 
ide, titanium dioxide, or bentonite will increase the 
opacity of the ointment. The fishing guides of the 
Texas Gulf Coast often use zinc oxide paste and 
dust talc over it generously. Unexpected blistering 
reactions occasionally follow contact with para- 
aminobenzoic acid derivatives, presumably repre- 
senting cross-sensitivity. Photosensitization by con- 
tact occurs occasionally from digalloyl trioleate. 
Ointments containing homomenthol salicylate or 
anthranilate with added zinc oxide or titanium di- 
oxide may be recommended. These are available 
commercially. Sun-screening preparations with anti- 
malarial drugs seem to have received no mention in 
the literature, but experiments with them should 
be easy to design. There is no reason to expect 
them to be superior. That this patient has to work 
out of doors is open to argument. Aggravation by 
sunlight of cancer in the susceptible skin of some 
persons should be avoided at any cost. 


TEACHING DEAF CHILDREN 

To tHE Eprror:—Is there a program or textbook 
of directions which would be helpful to parents 
of a 3-year-old girl who is apparently completely 
deaf? She does not talk but seems mentally 
capable otherwise. It is hoped to teach the par- 
ents to help the child phonate sounds and de- 
velop as much voice for talking as possible. 

M.D., Montana. 


ANSWER.—There is much fine material available 
for the parents of deaf children. A particularly 
good booklet is the one entitled “If You Have a 
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Deaf Child,” a collection of helpful hints and use- 
ful information for parents of pre-school-aged deaf 
children, published for the Illinois Annual School for 
Mothers of Deaf Children by the University of 
Illinois Press, Urbana. Information about the An- 
nual School may be obtained from the Division 
of Special Education, Office of the State Superin- 
tendent of Public Instruction, Springfield, Il]. The 
“Correspondence Course for Parents of Little Deaf 
Children,” developed by Mrs. Spencer Tracy and 
obtainable from the John Tracy Clinic, 806 W. 
Adams Blvd., Los Angeles 7, has won widespread 
acceptance and is particularly valuable in helping 
parents stimulate the deaf child to speak. A number 
of pamphlets may be obtained from the Alexander 
Graham Bell Association for the Deaf, Volta Bu- 
reau, 1537 35th St. N. W., Washington 7, D. C. 
This organization has a parent section which rep- 
resents 23 parent groups and more than 800 sets 
of parents throughout the United States who find 
that working together on their common problems 
brings many benefits. 


PAINFUL PURPURIC DERMATITIS 

To tHE Eprror:—A 24-year-old woman, with no 
previous serious illness, three months ago devel- 
oped a painful purpuric dermatitis limited to left 
lower part of the abdomen and left gluteal area. 
Since then, she has had recurrent episodes on 
the left side of the face, left arm, and dorsum of 
the left hand. Skin biopsy showed no pathology 
in epidermis and a perivascular infiltrate. Chest 
x-ray, platelet count, and blood cell count are 
normal, as is the urine. There is no joint or ab- 
dominal pain, What might be the cause, and 
what treatment should be given? 

M.D., Georgia. 


Answer.—The information in the query is inade- 
quate to permit a diagnosis. It would be desirable 
to know the character of the perivascular infiltrate. 
Was Perls’ test done to ascertain whether hemo- 
siderin was present? What were the results of the 
Rumpel-Leede test? What was the coagulation 
time, bleeding time, prothrombin time, and albu- 
min-globulin ratio? Had the patient taken any 
drugs that could have produced purpura? Throm- 
bocytopenic purpura can be ruled out because of 
the normal platelet count. There are various non- 
specific factors which might conceivably lead to 
unilateral distribution of purpura, including a pre- 
ceding contact dermatitis or pressure or trauma 
limited to one side of the body. A nonthrombocyto- 
penic form of purpura with unilateral distribution 
would be most unusual. Pain in purpura is also 
most unusual. The question arises as to whether 
this patient really had purpura or has some other 
condition such as a vascular nevus with segmental 
distribution. 
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PERSISTENT SCALP FOLLICULITIS 

To THE Eprror:—A man, aged 35, has had intract- 
able furunculosis of the scalp for 10 years. The 
patient relates this to earlier furunculosis of the 
buttocks which improved after a few years. 
He has received a variety of antibiotics and all 
the x-ray therapy to the scalp that is considered 
advisable. Careful attention has been given to 
cleanliness, and he scrubs with hexachlorophene 
daily. Please give advice on this problem. 
Benjamin T. Strehlow, M.D., Bremerton, Wash. 


ANsweER.—From the description, it sounds as 
though this patient is suffering from perifolliculitis 
capitis abscedens et suffodiens, also called dissect- 
ing cellulitis of the scalp. This condition is notori- 
ously resistant to therapy. X-radiation is successful 
at times, but the dosage must be adequate to pro- 
duce a temporary epilation. Surgical approaches 
include wide marsupialization with or without 
grafting. While this procedure produces scars, the 
condition is basically a scarring one itself. Incision 
and drainage of abscesses aid in their resolution. 
Of conservative measures, corticosteroid therapy of- 
fers greatest hope. Triamcinolone, 4 mg. four times 
a day by mouth, could be given and the dosage 
increased or decreased as indicated by therapeutic 
results. However, long continuation of this therapy 
must be anticipated. Use of broad-spectrum anti- 
biotics, given concurrently with the corticosteroids, 
is theoretically desirable. Vaccines (such as stock 
staphylococcus toxoid) are indicated. Locally, wet 
dressings (especially Alibour water) and antiseptic 
ointments (5% ammoniated mercury) and/or anti- 
biotic ointments may be helpful. Probably this 
condition is related, at least therapeutically, to 
hidradenitis suppurativa of the axillae, groins, and 
buttocks. 


USE OF DEPILATORIES 
To tHE Eprror:—It is recognized that considerable 
risk is attached to the indiscriminate use of de- 
pilatories. Please give information in regard to 
the product Pellex and to any possible deleterious 
effects which might follow its use. 
D.A. MacGregor, M.D., Wheeling, W. Va. 


ANsweR.—Products of this type ordinarily con- 
tain calcium thioglycollate as their active chemical. 
This is the same chemical found in cold-waving 
preparations. In these cosmetics, the concentration 
of the thioglycollate and the pH of the solution 
are regulated so that the hair is softened to 
facilitate giving it a new configuration. In chemi- 
cal depilatories, these properties are regulated 
so that the hair will be destroyed. In view of 
the similarity between the chemical composition 
of the hair and skin, a preparation that is effec- 
tive in destroying hair may be irritating to the 
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skin. There is apparently no reason to suspect 
that this chemical is absorbed through the skin. 
Any unfavorable reactions which occur will be 
local and most often take the form of skin irri- 
tation. If the product is used, it is advisable that 
the caution statement on the package be ob- 
served carefully. Also, the test area to which it is 
first applied should be not the face but rather 
the arm or leg. If no unusual irritation occurs, it 
is wise to apply the depilatory to a small area 
of the face initially. If this is satisfactory, then it 
may be applied to a larger surface. If at any time 
with repeated use a skin reaction occurs, future 
use is contraindicated. 


SPLENIC ARTERY ANEURYSM 

To THe Eprror:—A patient, aged 37, has a splenic 
artery aneurysm, diagnosed by x-ray evidence of 
calcification in the left upper abdominal quad- 
rant. The surgical literature recommends splenec- 
tomy for splenic artery aneurysm, but the radi- 
ologist says this condition is quite common in 
older people and he feels that ignoring it would 
impose no risk. He considers splenectomy to be 
an unnecessarily radical procedure in this case. 
How frequently is accidental diagnosis made of 
splenic artery aneurysm? Should this condition 
be ignored? M.D., California. 


Answer.—Calcification associated with splenic 
arterial aneurysm is seen fairly frequently in 
gastrointestinal x-ray series. Most roentgenologists 
regard it as being relatively benign. In older per- 
sons, it is not considered to warrant splenectomy 
unless there are symptoms or evidence from re- 
peated studies of aneurysm enlargement. Many are 
observed over a period of years without change. 
Recently there has been increased interest on the 
part of surgeons in performing splenectomy for 
this condition. More careful studies of the future 
course of patients who do not have a splenectomy 
compared with those who do are essential before 
a definitive answer can be given regarding the in- 
dications for operation. In such figures, the mor- 
tality from the operative procedure must be in- 
cluded. To the knowledge of this consultant, valid 
figures of controlled series clarifying this point are 
not yet available. 


COLD WAVE LOTIONS 

To tHe Eprror:—Are there any known or proved 
allergic reactions to cold wave lotions used by 
beauticians directly or indirectly for permanent 
waving? Might certain effects appear after a 
number of years? M.D., Pennsylvania. 


Answer.—When cold wave solutions were first 
introduced on the market, there was some indica- 
tion that they might be potential health hazards. 
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However, subsequent investigations indicated that 
they are safe to use if directions are followed care- 
fully. They are generally considered to have a low 
index of sensitivity. A significant study was carried 
out by the Food and Drug Administration over a 
period of two years on 10 widely used cold wave 
solutions (Draize and others, Percutaneous Toxicity 
of Thioglycollates, Proceedings of the Scientific 
Section, Toilet Goods Association, May 16, 1947, 
page 29). Their conclusions were as follows: 

“The majority of complaints of both patrons and 
operators are probably due to misuse of the prod- 
ucts or failure to heed proper directions and pre- 
cautions. Except in the case of sensitive individuals, 
the judicious use of these solutions should prove a 
relatively innocuous procedure. 

“In the case of the operators who may be ex- 
posed daily to varying amounts of the waving 
solution, it is believed that protection for their 
hands is essential.” 


SODIUM IN INSTANT COFFEE 
To tHE Eprror:—Do instant coffees have a high 
sodium content? Is it high enough to warrant 
elimination from low-sodium diets? 
F. L. Troost, M.D., Holt, Mich. 


ANswer.—According to the National Food and 
Nutrition Board of the National Research Council, 
instant coffees have an average sodium content of 
about 84 mg. per 100 Gm. of the dry product. A 
cup of coffee made from such products would con- 
tain about 4 mg. of sodium. It would therefore 
be the opinion of this consultant that instant coffee 
could be incorporated in a low-sodium diet. 


PROFUSE SWEATS IN PATIENT 

WITH DIABETES 

To THE Eprror:—A 66-year-old diabetic is having 
attacks of profuse sweating at intervals of be- 
tween two to five days. They last several hours. 
He had coronary thrombosis in 1955, from which 
he made a good recovery, and has moderately 
advanced arteriosclerosis. The blood sugar level 
averages 160 to 200 mg.%. When the blood sugar 
level goes below 160 mg.%, the attacks are just 
as severe and frequent. When insulin dosage is 
increased, attacks seem to become worse. The 
patient has moderate hypertension (180/80 mm. 
Hg), is 5 ft. 5 in. (165.1 cm.) tall, and weighs 
130 lb. (59 kg.). The attacks make him feel weak. 
Fever is not observed. He is receiving 10 units 
of regular insulin twice a day and is on a 1,500- 
calorie diet. 

Franklin L. Wilbur, M.D., Asbury Park, N. J. 


ANsweER.—It is quite possible that this patient's 
attacks of sweating are due to hypoglycemia. Evi- 
dence that would either support or exclude this 
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possibility could be obtained by determining the 
blood sugar level three or four hours after the 
injection of insulin or, better still, during an attack 
of sweating. It is unusual for patients of this age 
to require two doses of regular insulin daily. A trial 
with 10 or 15 units of one of the intermediate- 
acting insulins (NPH or lente) given as a single 
morning injection would be worthwhile. 


SPONTANEOUS ACETONURIA 

To THE Eprror:—A normally active, well-developed, 
well-nourished 3-year-old boy on occasions has 
had a fruity breath. Examination of the urine for 
acetone with the standard powder has shown a 
strong positive reaction on these occasions. Eval- 
uation of sugar in the urine has always given 
negative results. The child has never been mani- 
festly ill. The family history is negative for dia- 
betes. What additional studies are indicated in 
this child? What is the most likely cause of these 
findings? M.D., New York. 


Answer.—The most likely diagnosis in this patient 
is starvation. Either the child does not take any 
food for some hours or he vomits, with resulting 
acetonuria. This would not be abnormal for a young 
child, for acetonuria appears easily in childhood. 
The child might have abnormality of glycogen 
metabolism, with appearance of acetone because 
glycogen is not available. But this is relatively rare, 
and, inasmuch as this boy is said to be well, it may 
be assumed that this is a feeding problem. Spon- 
taneous acetonuria has been reported from Europe, 
but not much of it is seen in America. Such spon- 
taneous acetonuria is said to occur only in child- 
hood and gradually disappears without treatment 
as the child gets older. It does not appear to be a 
serious manifestation. 


LIPSTICK CHEILITIS 

To THE Eprror:—A patient has tried many different 
types of commercially available lipstick, all of 
which produce marked blistering and allergic 
reaction. What ingredients would cause this re- 
action? Are there any lipsticks this patient could 
useP F.C. Buffington, M.D., Norman, Okla. 


Answer.—Cheilitis caused by lipstick is not un- 
common. The staining dyes used in many lipsticks— 
eosin dyes or halogen derivatives of fluorescein—are 
believed to be rather frequent photosensitizers. 
There are available lipsticks which do not contain 
eosin dyes, but these are nonindelible and their 
lasting powers are minimal. They must be requested 
specifically, inasmuch as most manufacturers of 
hypoallergenic cosmetics also sell an indelible lip- 
stick with a low concentration of eosin. 


QUESTIONS AND ANSWERS 
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Other ingredients ordinarily found in lipsticks 
are relatively innocuous. They contain a blend of 
oils, fats, waxes, and perfumes. The fats used may 
be cocoa butter, hydrogenated vegetable oils, lard, 
cetyl alcohol, or others. The oils are castor oil, 
peanut oil, soy bean oil, or other vegetable oils. 
The waxes used are beeswax, carnauba wax, or 
spermaceti, as well as mineral waxes, ceresin, and 
ozokerite. Dyes and lakes are added to the lipstick 
to provide color. These must come from lots ap- 
proved by the Food and Drug Administration. 


PREDNISONE IN ULCERATIVE COLITIS 

To THE Eprtor:—A man, aged 25, has responded sat- 
isfactorily to prednisone, 15 mg. daily, for ulcer- 
ative colitis. He has been taking this dosage for 
approximately three years. During this period he 
has improved psychologically to the point where 
he has succeeded in working full time and has 
made a happy marriage. Is it desirable to reduce 
the dosage gradually with a view to withdrawing 
prednisone therapy entirely? What is the pres- 
ent opinion regarding the period of withdrawal? 
What is the justification for continuing the pres- 
ent therapy without attempting withdrawal? 


M.D., New York. 


ANswER.—Three years of continued steroid ther- 
apy for ulcerative colitis would seem to be an un- 
usually long time. To discuss future therapy satis- 
factorily, it would be necessary to know the nature 
of the patient's colitis, the severity of his illness, the 
extent of intestinal involvement, and the nature 
and amount of disability produced. However, it can 
be said unequivocally that the prednisone dosage 
should be gradually reduced with a view to dis- 
continuing this therapy entirely. Since he has taken 
the drug for such a long time, it is suggested the 
withdrawal period cover at least six or eight weeks. 


TEST FOR PHENYLPYRUVIC ACID 
To THE Eprror:—What is the easiest way to test for 
phenylpyruvic oligophreniaP Florida. 


Answer.—Phenylpyruvic oligophrenia is a heredi- 
tary form of mental abnormality characterized by 
the excretion of phenylpyruvic acid in the urine 
and associated with a severe degree of mental re- 
tardation. Frequently muscular rigidity, tremor, and 
ataxia are present. Convulsions may also occur. The 
chemical defect of such patients is inability to ox- 
idize adequate amounts of phenylalanine into tyro- 
sine. This in turn leads to production of increased 
amounts of other metabolic end-products. One of 
these is phenylpyruvic acid, which usually appears 
in the urine if the level of phenylalanine in the 
blood serum exceeds 20 mg.%. This substance is 
usually detected in acidified urine by adding a few 
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drops of a 5% solution of ferric chloride. A charac- 
teristic dark green color appears with a minute or 
two and then, after a time, disappears. Recently, 
Baird (J. Pediat. 52:715, 1958) reported a quicker 
and, in his opinion, more reliable test. A paper stick 
is impregnated with ferric chloride and glacial 
acetic acid and allowed to dry. A positive reaction 
is said to have occurred if the chemically treated 
portion of the stick turns green, gray, or dark blue 
within 60 seconds of its immersion in the urine. 


INTERNAL TREATMENT OF WARTS 

To THE Eprror:—During discussion with a local 
druggist of a news magazine announcement 
about a pill to remove warts, he mentioned a 
proprietary preparation of methionine in tablet 
form for internal use against warts. Please give 
information on this. Would such treatment help 
remove the mild, painless skin growths so com- 
mon on the faces of aged persons? 

Mary B. Sanford, M.D., Methuen, Mass. 


Answer.—This consultant has not been able to 
find any information on internal treatment for 
warts, nor has the announcement mentioned been 
seen. It has been stated (Merck Manual of Diag- 
nosis and Therapy, edited by Lyght and others, 
ed. 9, Rahway, N. J., Merck & Co., Inc., 1956 
p. 1605) that systemic treatment of warts “prob- 
ably is of little or no value apart from its problem- 
atic psychologic effect.” The well-known essential 
amino acid, methionine, is marketed in various 
forms. Its use as an adjunct in the treatment of 
liver disease is mentioned in “New and Nonofficial 
Drugs” (Philadelphia, J. B. Lippincott Company, 
1959, p. 636), but no record is found of its promo- 
tion as an internal treatment for warts. 


WHAT'S IT GOING TO BE, DOCTOR? 

To THE Eprror:—After a woman bears two, three, 
or four consecutive children of the same sex, 
what are her chances of bearing a child of the 
opposite sex in her next pregnancy? What factors 
other than chance are operating? 

Arthur J. Barnett, M.D., Monahans, Texas. 


ANnswer.—At each pregnancy there is a 50% 
chance of producing a child of either sex regardless 
of the previous children’s sexes. After four children 
of the same sex, the chance is still equal that a 
child of the opposite sex will be born the next 
time. The situation is the same as in tossing a 
penny; there may often be a run of heads, but the 
chance is still 50% of getting tails at the next toss. 
National statistics show a slightly greater number 
of boys born, but this can be ignored for all prac- 
tical purposes. 


QUESTIONS AND ANSWERS 
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IRIDOLOGY 
To THe Eprror:—Please give information on iridol- 
ogy. The practice consists of diagnosing various 
body ailments by visual inspection of the iris. 
J. D. Losey, M.D., College Place, Wash. 


ANSWER.—This procedure is of European origin and 
has been accepted by chiropractors, naturopaths, 
and similar cultists for a good many years. The 
story goes that a Hungarian had a pet owl, and that 
as he was looking into the eyes of the owl he acci- 
dentally broke its leg. When the bone snapped, a 
spot appeared on the iris of the owl’s eye. The 
discoverer of this alleged phenomenon was said to 
have been 7 years old at the time. Later he studied 
medicine and, remembering his experience, began 
to gaze into the eyes of his patients. Books and 
charts and other material have been prepared on 
this subject. It goes hand in hand with spinal ad- 
justment as the preferred method of “cure.” 


BONE HEALING MISINFORMATION 

To tHE Eprror:—A nonmedical unofficial source 
states that fractured bones will not heal in the 
Aleutians. Is this true? M_D., South Carolina. 


ANsweEr.—The Aleuts are native to the Aleutian 
Islands and were the only residents of the Aleutian 
peninsula prior to explorations of the Russians. Now 
the population is made up of pure-blooded Aleuts, 
some half-breeds, and, of course, Caucasians who 
live in the area. The bone physiology of the Aleuts 
is no different than that of the Eskimos farther 
north or the Indians in the interior. A practitioner 
in Alaska has never seen or heard of a case of bony 
nonunion in natives or Caucasians who have lived 
in the Aleutians, The same factors that may pro- 
duce delayed union and nonunion govern healing 
here. 


STERILIZING THERMOMETERS 
To THE Eprror:—Please give instructions for ster- 
ilizing thermometers, oral and rectal, used daily 
in general practice. What methods are considered 
adequate? 
Erwin Steinman, M.D., Washington, D. C. 


Answer.—Disinfection of clinical thermometers, 
oral and rectal, may be accomplished by storage in 
ethyl or isopropyl alcohol, approximately 85% by 
volume, in a matter of minutes, providing gross 
contaminants of mucus and feces have been re- 
moved. A longer exposure interval is required if 
tubercle bacilli are among the bacterial contami- 
nants. The solution should be changed frequently 
enough to keep the concentration in the effective 
range. 
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Many different 
emotional disturbances need 


only one tranquilizer 


artal. i. d. 


(thiopropazate dihydrochloride) 


Because of its un- Dartal produced consistent results not only under controlled clinical 
usually numerous conditions but also under conditions of everyday office practice. 


therapeutic indi- 


cations and broad 
range of thera- Reports Anxiety and Tension States 476 321 
from office Duodenal Ulcer 14 11 
trials by Irritable Colon 


Number Number 
Diagnosis of Patients | Improved 


peutic activity, 


DARTAL is an out- 156 (including spastic constipation) 13 8 
standing tranquil- physicians Menopausal Syndrome 40 28 
13 


Hypertensive Cardiovascular Disease 14 


izer for generaluse. 


with low dosage: Only one tablet of 2 or 5 or 10 mg. t.i.d. 
with relative safety: Evidence indicates that Dartal is not icterogenic. 


G. D. SEARLE & CO., Box 5110, Chicago 80, Illinois 
REMARKS: Show TREATMEAT a ye ARS 
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SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
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letter is registered. Stamps in amounts under one 
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CHANGE OF ADDRESS: When 
there is to be a change in your address, THE 
JourNAL or any other A. M. A. periodical to which 
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weeks before the change is made. The address label 
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zone number, should be included in the new ad- 
dress, Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
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correspondents will confer a favor and will secure 
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ies, or single-spaced manuscripts will not be con- 
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MENTS: While manuscripts are subject to 
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ULCERS and other restricted diets, as in liver 
diseases and gall bladder conditions. 


POST-OPERATIVE and other nutritionally de- 
pleted patients, such as geriatrics, prolonged 
convalescence, and chronic illnesses. 


TOTAL FEEDING, whether by tube or orally, 
in conditions such as wired jaws and cancer 
of the oral cavity. 
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Personal classified advertising rates are $9.75 for 
ads of 30 words or less and 35c each additional word 
in regular type or $12.25 for 30 words and 60c each 
additional word in bold face type. There is also a 
60c charge made on the first insertion of an ad 
when a box number is used and answers sent care 
of A. M. A. Count 4 additional words for a box. 
Commercial classified advertising rates are $12.50 
for ads of 20 words or less and 40c each additional 
word in regular type or $15.75 for 20 words and 
55c each additional word in bold face type. Com- 
mercial rates cover all ads of manufacturers, 
dealers, agencies, etc. Box number charge same 
as personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 
FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 
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NOTICE 


BIO-CHEMIST—WITH PH.D.; RECENT GRADUATE 
preferred; under 50 years of age; must know instru- 
ments used in modern hospital laboratory; provide 
quality control for chemistry procedures; capable of 
instituting new methods, interested in medical educa- 
tion, i. e. house staff, laboratory technology students 
and clinical pathology residents, interested in research. 
Apply: Personnel Department, Seaside Memorial Hos- 
pital, 1401 Chestnut Avenue, Long Beach 13, California. 


TECHNICAL TRANSLATOR-MD, 31 YEARS PRAC- 
tice, thorough knowledge medical scientific field and 
Latin, Classic Greek, English, Italian, German, French, 
Russian, Spanish, Portuguese Langua' es, accepts any 
i” above field; inquiries invited. Box 9426, 


DIRECTOR WANTED 


CLINICAL DIRECTOR; ELIGIBLE OR CERTIFIED 
psychiatrist or pediatrician; to head an outstanding 
program for the mentally retarded; well staffed serv- 
ices include medical; surgical; psychiatric; clinical psy- 
chology; psychiatric social work; spec ial education ; 
speech therapy; occupational therapy; physical therapy ; 
clinical and anatomic pathology; radioisotope ; biochem - 
istry; several active research projects; attractive salary 
and accommodations for family; near ocean; lakes; 
White Mountains; 130 miles north of Boston; 285 miles 
south of Montreal. Apply to Peter W. Bowman, MD, 
Supt., Pineland Hospital and Training Center, Pownal, 
Maine. 


ASSOCIATES WANTED 


GENERAL PRACTITIONER; UNDER 35; MILITARY 
obligation fulfilled; for association in large general 
practice in central California; near Monterey bay area; 
should be capable of major surgery and obstetrics; sal- 
ary $1000. I month to start; partnership arrangement 
after one year if mutually agreeable. Box 9620 % AMA 


ASSOCIATE IN OPHTHALMOLOGY WANTED; BOARD 
certified or eligible; large Massachusetts city near Bos- 
ton; extensive surgical opportunity; excellent salary first 
year leading to early ~_ meds send full details in 
first letter. Box 9604 % AMA 


PHYSICIANS WANTED 


PSYCHIATRIC RESIDENCIES AVAILABLE — LIM- 
ited number of first year positions available for July 
1960; three year approved program; university hospital ; 
entire state hospital system; supervised ps: 
chotherapy; graduate school approved; years pro- 
gressive seminars; lectures; visiting professors; oppor- 
tunities for research; psychoanalysis; psychoanalytic ; 
psychosomatic social science; biologic approaches; re- 
search fellowships; limited number positions available 
for individuals interested and qualified for research 
training; basic psychiatric training prerequisite; child 
psychiatry applications now being considered; limited 
number of fellowships for specialty training in child 
Broa: approved as training center by A. C.; 

D; liaison with pediatric department; inpatient and 
mental deficiency experience; intensive supervision ; 
seminars; lectures; visiting professors. Contact: Dr. 
George 6. Ham, Psychiatric Training and Research 
Genter. Carolina Memorial Hospital, 


PSYCHIATRIST—ASSISTANT TO DIRECTOR OF NEW 
intensive treatment center for children; eight miles from 
Baltimore; beginning salary $12,000 for board certifica- 
tion; Maryland license required; psychoanalytic insti- 
tute in Baltimore; medical school _ teaching appoint- 
ment available; J. J. Reidy, MD, The Esther Loring 
Richards Childrens Center, Owings Mills, Md. For in- 
formation on other positions write Comm. of personnel, 

1 W. Preston St., Balto. 1, Md. Cc 


GENERAL PHYSICIANS — UNDER 

rs of age; fulltime; hos “hog aston: opportunity to 
develop interest; consultation with specialists avail- 
able in professional care program of 10 Miners memor- 
ials hospitals; full time Poy with starting com- 

pensation at the rate of $12,000 per yoer progressive pa 

seale; for appointment currently and for January ! 
U. citizenship and for licensure in Ken- 
rginia; required; for details; 


H Miners Memorial Hos- 
Association, 1427 “1” St, 


. W., Washington ‘. 


GENERAL PRACTITIONER—FOR GROUP PRACTICE 
clinic; service over 30,000 members in Washington, 
DPD. C. many staff members board certified; prefer ap- 
plicant with at least two years general internship or 
residency; salary open; month's vacation; sick leave; 
retirement plan. Address: Medical director, Group 
Health Inc., 1025 Vermont Avenue, N. W., 
c 
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OUR 63RD YEAR 


WOOD WAR 
BUREAU 
FORMERLY AZNOES 


V.Wabash- Chicago, HD. 


ADMIN: (m) Med dir; new post; supervise entire Cnty 
welfare prog; $14 -18,000; Fla tic desirable, 
ANESTHESIOLOGY: (f) Hd dept; 160 bd, gent hsp, 
9 25-30,000 immed potential ; g. 
N: (i) GP; amer co, 10,000 emplys; asian coun- 
Di sal 7 us $450 mo savings, $200 mo rtirmt. 
GENERAL PRACTICE: small commun- 


ity; iat r $30,000 or ; So. 
INDUST AL MEDICINE: td) Med. Dir, co; compre- 


ve med $18. ng or better; Texas. 
INTERNAL MEDICINE: Grp Serie" i i 
or univ. tr, Develop dept 
300 bd hosp; ed schi rsrch-tehg oppor; MW. 
OB-GYN: Fully rvd, 200 bd, gent hsp; if Dipl, 


$18,000 plus bonus: $30, 000 few yrs. 


vol gent isotopes ; 

about $50, also choose assoc; M 

PEDIATRICS: (w) Hd dept; excl hsp-cl op $18-$20,- 

0 yriy increases; prtnr oppor; 

RADIOLOGY: (s) Dipl; Chief; Ige geni, Aully- apprvd 
Dent hg prog: shid net $25 
NT HEALTH: (t) Loe 
; med schi affiln & oppo ove 0,000." 

SURGERY: (u) Hd dept: 7 man’ orp $15- 

$20,000 ist yr; prtnr, 2nd; med entr, Mid 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 

MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 

We offer you our best endeavere—our inteprity—our 63 
year record of effecti 

STRICTLY CONFIDENTIAL 


WANTED—ONE OR TWO DOCTORS IN NEW 30 BED 
general hospital; excellent facilities for surgery and ob- 
Stetrics; equipped office space available in hospital; one 
other doctor located up town; potential income; at least 
$25,000.00 per man; wonderfal opening for a two man 
medical; surgical team. Write: Griggs County Hospital, 
Cooperstown, North Dakota, U. 8. A., Attention, Tup- 
per Howden. Cc 


PHYSICIAN — GENERAL PRACTICE EXPERIE nee 
desirable for position of Admission physician for 
bed GM&S hospital; salary range from $9890 to $13 
970 plus 15% if board certified; must be U. 8. citizen 
under 55 years of age; 30 days annual leave; liberal 
sick leave; insurance and retirement benefits; desir 
able community; contact Director; Professional Serv- 
ices, VA Center, Shreveport, Louisiana. Cc 


LOCAL HEALTH DIRECTOR — CHARLOTTE AND 
Mecklenburg county, North Carolina; population 275,- 
000; million dollar budget; staff of one hundred fifty; 
outstanding new headquarters ready for occupancy; 
board certification required; salary range $12,600 to 
$16,380 with allowance for experience; plus travel; Re- 
ply to Dr. Howard P. Steiger, 207 Hawthorne Lane, 
Charlotte 4, N. C. Cc 


QUALIFIED PHYSICIANS NEEDED IN 2,400 BED 
mental hospital+; salary range $6,505 to $13,970 de- 
pending upon qualifications; 15% additional if Board 
Certified; not to exceed $16,000; approved three year 
psychiatric residency collaborating with Northwestern 

University ; citizenship required. Write: Manager, Veter- 

ans Administration Hospital, Downey, near Waukegon, 

Illinois. Cc 


WANTED BOARD CERTIFIED PATHOLOGIST—FOR 
full time hospital practice in professional care pro- 
gram of * uae memorial hospitals; starting com- 
pensation 0,000 ; ‘Birector. pay scale; for details 
address: the Clinical Director, gg 8 Memorial Hos- 
ta Association, 1427 ‘‘1’’ St., N. W., Washington 


PSYCHIATRIST—BOARD OR ELIGIBLE FOR CHIEF; 
mental hygiene clinic; social service and psychology 
members available; clinic located within active 450 
bed GM&S hospital; salary to $16,000 depending on 
qualifications; liberal vacation and retirement benefits; 
desirable community; contact Director, Professional 
Services, VA Center, Shreveport, Louisiana. C 


POSITION AVAILABLE—VA OUTPATIENT CLINIC; 
for general medical examiner; salary up to $12,555 per 
year; 40 hours week; paid vacation; retirement and in- 
surance plans; U. s. citizenship and licensure in any 
state required; address inquiries to: Personnel Office, 
VA_ Regional Office, 36 South Pennsylvania Street, 
Indianapolis 9, Indiana. c 


WANTED BOARD CERTIFIED RADIOLOGIST — FOR 
full time hospital practice in professional care pro- 
cram of the miners memorial hospitals. Starting com- 
pensation $20,000; pay scale; for details 

irector, oe Memorial Hos- 

Association, 1427 ‘‘I’’ St., N. Washington 


INTERNIST—FOR GROUP PRACTICE CLINIC; SERV- 
ing over 30,000 members in Washington D. C. many 
staff members board certified; prefer board certified or 
board eligible physician; salary open; month's vacation 
sick leave; retirement plan. Address: Mecical Director, 
Group Health ey Inc., 1025 Vermont Avenue, 
N. W., Washington 5, D. Cc 

WANTED BOARD CERTIFIED ORTHOPEDIC SUR- 
geon—For full time hospital practice in professional 


ing compensation $20,000; progressive pay scale; for de- 

tails address: The Clinical an oe Miners Memorial 

n 5, D. 


UROLOGIST—BOARD OR ELIGIBLE; FOR CHIEF OF 
section in active 450 bed GM&S hospital; salary to 
$16,000 depending on qualifications ; citizenship re- 
quired; liberal vacation and retirement benefits; de- 
sirable community; contact director, Professional Serv- 
ices, VA Center, Shreveport, Louisiana. € 


INITIATIVE 
REMAINS 
tNTACT 


PERSONALITY 
DISTORTION 


Butisol smoothly filters out the undesirable effects of everyday anxiety and 
tension— but leaves initiative and responsibility intact to meet the problems 
and complexities of daily life. 

In a recent comparative evaluation of six widely used sedatives and tran- 
quilizers, Butisol was found to be a highly effective sedative ‘‘which will 
produce satisfactory daytime sedation...with minimal occurrence of 
untoward reactions. 


TABLETS +» REPEAT-ACTION TABLETS + ELIXIR + CAPSULES 


1. Grosaman, A. J; Batterman, 1. C., and Leifer, Federation Proc. 17.373 (March) 1958. 


McNEIL LABORATORIES, INC. + PHILADELPHIA 32, PA, 


practice or general prac’ 
in pediatrics; to as 


area; full partnership 


Yo AM 


Sect. A. R. Rugaber. Westfield Lioga Co., Pa. 


PEDIATRICIAN WILLING 
itioner with two years training 
sociate 
tioners in new office building in Los Angeles south bay 


starting salary $1,000 per month; Write: MD Group, 


with established medical group; southwestern Pennsyl- 
vania; excellent educational opportunities; paid annual 
vacation and study period; net starting income $12,000 


17,000 4 i on trai 
on Walning and | GENERAL PRACTMFIONERS, INTERNISTS. AND 


ASSOCIATE OR TO DEVELO? 

independent practice with established ophthalmologist 

in the south; share new building beginning July Ist; | ager, Veterans Administration Hospital, Fort —, 
1960; interested individual to make application as soon 
as Bossible in order to plan accomodations. Box 9615 C 


WANTED GENERAL PRACTITIONER—TO LOCATE | ANESTHESIOLOGIST—BOARD CERTIFIED; TO AD 
in Westfield Lioga co permanent financial assistance minister anesthesiology department on full time basis; 
available if necessary; area will provide a potential suburban Pittsburgh; 230 bed general hospital; excel 
drawing of 4000 to 5000 patients; community located lent staff and working conditions; give full particulars 
in heart of Pennsylvania; hunting and fishing area; on background and availability. Contact Administrator, 
interested doctors reply to: Community Service Asso., | Sewickley Valley Hospital, Sewickley, Pennsylvania, C 


WANTED — INTERNISTS AND PEDIATRICIANS; 
board certified or eligible to join established group in 
southwestern Pa.; well equipped clinic; net starting in- 
come $15,000 to $25,000 depending on qualifications; 
seen ween and study periods. Write Box 9601 C, 


six months if compatible; “oe 


TO DO PART GENERAL 


with three general practi 


4193 West Redondo Beach Blvd., Lawndale. c PHYSICIAN WANTED — ASSOCIATE GENERAL 

practitioner; license; class A medics school ; 

FAMILY PHYSICIANS — IMMEDIATE OPENINGS open hospitals available; lucrative practice; good eli 
entele; equipped office; no investment; » y or per 


centage; 35 miles west of Chicago. Box 9308 C, % 
AMA. 


age 55, in 681 bed neuropsychiatric 
ospital; salary on 15% specialty allow- 
ance; citizenship required; quarters available. Man- 


Colorado. 


GENERAL PRACTITIONER WANTED IN PROSPER- 
ous rural area with future clinic planned, Box 9450 C, 
%e 1A 


NEW ORLEANS GROUP—INTERESTED IN PHYSI- AMA. 
cian with surgical training for industrial medical de- 
partment. Box 9622 C, % AMA 


(Continued on page 202) 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 me., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,° 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 
LO mg. per cc.; and Ampoules, 50 mg. per ce. 


CAM 


9 2 
4 IP): PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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nich, creamy lather 
with improved 
LOWILA 

CAKE 


NEW... because Lowila* Cake 
has undergone a change. 
It now provides a rich, creamy, 
more abundant lather and 
has a smoother feel. 


Lowila Cake cleans tender or 
dermatitic skin with virtually no 
irritation. It maintains the skin's 
normal acid lipid film and 
creates an environment favor- 
able to therapy and healing. 


Only the cake is new... 
the carton is unchanged. 


in bar form. @ Write for samples. 
*Containe sodium laury! sulfoacetate in a corn 
dextrin base, acidified with lactic acid, 


WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 


TONICS AND SEDATIVES 
ee 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


A street salesman had set up his tele- 
scope on 50th Street opposite the Waldorf 
Astoria. To everyone’s surprise, he was 
doing a booming business. Closer examina- 
tion revealed the reason why. 

On his telescope was a little sign that 
read: One dime to see the full moon, 
Venus, Mars, Jupiter, and Marilyn Mon- 
roe’s suite on the 17th floor. 


It happened at a downtown movie; it 
was a tense moment during a mystery pic- 
ture. Suddenly an elderly gentleman began 
groping for something on the floor, greatly 
disturbing the lady in the next seat. 

“What have you lost?” she finally asked 
angrily. 

“A caramel,” said the man. 

“You are going to all this bother for a 
caramel?” 

“Yes,” was the reply, “my teeth are still 
in it.” 


An elderly gentleman was stopped on 
the street by an obviously drunk young man 
who reeked of bourbon. The young man 
asked, “Where’s Alcoholics Anonymous?” 
“You want to join?” asked the elderly 
gentleman unbelievingly. 
“No,” was the answer, “I want to re- 
sign.” 
© 


Did You Know That 


An ichthyologist has announced that fish 
enjoy being tickled. 
The average cloud is said to weigh about 
300,000 1 
A cosmetic manufacturer asserts that 
American women use enough lipstick each 
year to paint 40,000 barns bright red. 
« 
A seafood restaurant in New York puts 
tranquilizers in its tank so that the lobsters 
won't fight. 


(Continued on page 204) 
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SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGIST: assn. in PP in foe for-serv basis, 
hosp in college twn, West, can net to $20,000 
ASSOCIATE: Genl. & Thor. surgery w/gyn, sal. for 2 

yrs, then prtnrshp, w/Cert Surg. est 14 yrs, huge 


pract, MW. 

DERMATOLOGIST: 18-man clin est '07, compl. tab. 
cil., 2 modern hosp, rich farm area MW 

GENERAL PRACTICE: (a) assn w/28-yr-old practitioner 

but have own independent income, can easily gross 

$25,000 ist yr, wealthy farming, indus & military 

area of SW aving great shortage of phys (b) assn. 

pract., est. 4 yrs, unlimited $1000 start, 

rtorshp yee prosp. farming region Minn. 

INT RNIST: Asst. Dir. clinical resreh, pharm co, MW, 

contacting phys. in priv. & inst. 

to 

MEDICAL. DIRECTOR: exp. of chest & geriatrics, 

for dual purpose inst, $10,000 & furnished res, full 

mw mtn, ear allownce, travel exp. for inst. business, 

d serv, {-mo vacation, etc., 

NEUROSURGE ON: Head new dept. of specialist’s orp. 

compl. clin. bidg, 2 hosp avail, 50-miles from s 


OB-GYN: 10-man orp practicing in new hosp, all under 
40, $12,000 oe yr, opptny te attend lectures & 
seminars at Mayo’s 

OPHTHALMOLOGIST: 2 Cert Eye men ops top-notch 
Bo’d member or will take yngr man & help him ob- 
pe bo’d den. satis. sal. in either category, future 
prtors 

ORTHOPEDIC SU SURGEON: —_. w/arp of 3-orthop surg. 

18 yrs, East, $1000 mo Ist yr, then prtn rye 

PEDIATRI 1AN: assn. w/Internist grossing to $30 "000, 
flexible assn. initially pending discussion, 
NY State in rolling hills & take country, ptny 
outgoing, socially minded, gi ti- 


PSYCHIATRISTS: Full time or part time, Illinois, to 
$14,328 sal. & other income producing opportunities, 
lib. annual leave, pd. holidays, pension, active psych. 
trtmnt prog. & aux. services, opptny PP, area of 


m n_250,000 
RADIOL oGist: assn. w/2 man grp serving B td office & 
5 te 8, $17,000 Ist yr “followed by prtnrshp, East 
SURGEON: Thoracic & Geni, Bo’d Cert or qual in both 
w/yng Thor & Geni. Surg. in 
(175,000) in northwestern Ohio 
THO “Aco.” VASCULAR SURGEON: NW clin. of special- 
ist, all Cert or Elig, compl. clin. bidg., 2 peep, pro- 
gressive city, $14, ist yr, future prtnrshp 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


PATHOLOGIST—NEW 140 BED GENERAL HOSPI- 
tal; being expanded to 190 beds; and 100 bed hospital 
25 miles distant connected by 4 lane highway; college 
town of 50,000 forty miles from Nashville; Contact Ad- 
ministrator, Memorial Hospital, Clarksville, een 


WANTED—AMERICAN BOARD SPECIALISTS; PHY 
sicians interested in group or private practice; teaching 
research, public health or industrial medicine; Nationa 
and international services. Our 62nd Year. Woodward 
Medical Bureau, 185 N. Wabash” Avenue, Chicago. C 


OHIO PRACTICE — URGENT NEED FOR GENERAL 
practitioner and industrial physician and surgeon; es- 
tablished practice; office available at once; home later; 
if interested reply at once; state credentials and expe- 
rience. Box 9621 C, % AMA. 


FLORIDA — STAFF PHYSICIAN FOR STUDENT 
health service; Florida license not required; salary $10,- 
000; appointment available September 1; contact Di- 
rector, Florida State University Hospital, Tallahassee. 

Florida. Cc 


WANTED — GENERALIST TAKE OVER ESTAB- 
lished practice; Illinois town 800 near St. Louis; three 
thousand monthly income; modern office; new home; 
open staff hospital 10 miles; pay from income; moving 
write Box 9611 C, % AMA. 


RapioLosiey — CALIFORNIA LICENSED OR ELI- 
ible; prefer under 45; association leads to partnership; 
ontinental, Pacific Coast Medical Bureau, Agency, 

naa 203, 430 North Camden Drive, Beverly Hills, Cal. 
‘ornia. 


WANTED—WELL QUALIFIED GENERAL SURGEON 
with excellent references for staff member southern bal 
mental hospital; salary dependent on qualifications ; with 
partial maintenance and retirement features. Box 9614 
C, % AMA. 


OBSTETRICIAN GYNECOLOGIST—CERTIFIED; UNI- 
versity trained; to head division in group of certifi 
members only; starting salary open; yearly increments; e 
bonus; life insurance program; Detroit, Michigan: for- 
ward curriculum vitae to Box 9602 C, % AMA 


PSYCHIATRISTS — CERTIFIED OR BOARD ELIGI- 
ble; attractive salary; fringe benefits, retirement. Write: 
Mental Health Division, lowa Correctional and Juven- 
ile Institutions, Box B., Anamosa, lowa. c 


RADIOLOGIST—ASSISTANT DIRECTOR 
~ 50 bed general hospital; western Pennsylvania; sal- 
ry "open depending on qualifications ; diplomat or board 
qualified. Box 9600 C, % AMA. 


PATHOLOGIST—SAN FRANCISCO; PART TIME AP- 
ntment; includes training ram ; 
cific Coast Medical Bureau, Agency, 703 Market. 

San Francisco 3. c 


SECOND PEDIATRICIAN TO JOIN RAPIDLY GROW- 
ing Board specialty group; central New Jersey; 30 miles 
from New York City; population ry 000 5 pediatric 
practice already established. Box 9514 C % AMA. 


HOUSE PHYSICIAN WANTED—FOR HOSPITAL 4 


private group; southern Illinois; salary open. Box 9619 
C, % AMA, 


(Continued on page 204) 
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SHORTEST 
DISTANCE 
BETWEEN 


can be achieved with 


ARTANE 


Trihexyphenidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms 

of Parkinsonism. 

One of the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism.!:* 

Continually useful alone or in combination in most cases at any stage. 
Employable at any age.’ 

Gentle in action at therapeutic dosage.! One of the drugs least likely 

to produce side effects.* 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 
6-10 mg. daily divided in 3 doses at mealtimes. 

1, Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 


2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R.N.: J. Michigan M. Soo. 57: 722 (May) 1958. 


Qterte) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


*Reg. U. S. Pat. Off. 
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The 
Medical 
Bure 


900 North Michigan Avenue 


(A25) Ass’t dir; y known 
Armed Forces, in- 
dustry, med or hosp. $12-$14,000; 


ANESTHESIOLOGY: (B80) Two men to take 
dept, ay to 500 within 2 
yrs; each ; coll town, MW. 

AVIATION: join staff ige organ; exp. 
sient surg. ge es include periodic exams of 


onnel ; 
(C32) Dir; 


Chicago 


ADMINISTRATION: 
med organ; adm. exp in med with 
field; some travel; 


MEDICINE: plant employ- 
ing 3500 a. engaged in manufacture of missiles & 
components; will have resp for d 
of comprehensive med. prog; supervision med. staff; 
New Eng. (C33) Ass’t med dir, major indus co; 
Board internist or industrial MD; career post; near 
Philadephia & NYC. 

INTERNAL MEDICINE: (H58) Ass’n 2 Board internists 
cert. momateneny? Calif. (H59) Ass’n internist well 
estab. gen of internal med; med. school city, 


ousretnice- GYNECOLOGY: (396) Ass'n, 4-ma 


(397) Ass’ 
pres wn, 60,000; 
cs: 


12-man group; graduated 


; oppor. 

E. (144) A 
int clinical path: will spend atie 
hosp, delightfully located located on Coast; 
alif 

PEDIATRICS: (MS!) Ass'n 8-man clinic; res area 30 
miles from Frise 

P & N: (P57) Ass'n "priv. pract. group specializing psy- 
choneurotic med; res. town, N. Eng; ‘ac. er. 

RADIOLOGY: (R89) Ass'n private & hosp. practice; % 
with future Cali 

SURGERY: (U73) Capable phys. Ai surg; pref. young MD 
with several yrs surgery who would like hospital ex- 
perience under excellent facilities in Africa. 


Please send for our analysis form. 


Burneice Larson DIRECTOR 


WANTED—CERTIFIED RADIOLOGIST IN DIAGNO- 
sis and therapy; must have California license. Write or 
Contact: |. Lomhoff, . Permanente Medical 
Group, 280 W. MacArthur, Oakland, California. c 


WANTED ORTHOPEDIC SURGEON—BOARD CERTI- 
fied or eligible to join orthopedic group in pee: 
metropolitan area; Write Box 9606 C, % A 


CHIEF MENTAL HYGIENE CLINIC — VETERANS 
Kenefits Office which operates outpatient clinic for 
Washington, D. C., and adjacent Maryland-Virginia 
area seeks Board Certified psychiatrist for full time 
Chief, present staff includes four full time psychiatrists, 
five psychologists; three psychiatric social workers; plans 
are under way for further expansion to include Day 
Care Program similar to Day Hospital; there are active 
teaching programs in psychiatric, surgical, medical and 
para medical fields through university affiliations and 
regular consultant visits; full time appointment pre- 
cludes private practice, but leave for self education or 
for university association is encouraged; annual salary 
$13,058 to $16,000 depending on qualifications, addi- 
tional benefits include 30 days vacation, 15 day sick 
leave each year, plus good retirement and insurance 
plans; applicants must be U. 8. citizens and be licensed 
in one state or territory. Inquire: John W. Walsh, MD, 
Chief Medical Office, 21st Street gue Constitution Ave- 
nue, N. W., Washington 25, D. c 


MEDICAL OFFICER — NEUROPSYCHIATRIST TO 
work on the staff of the Civil Air Surgeon, Federal 
Aviation Agency, Washington 25, D. C., formulate and 
review medical exam procedures regarding nervous sys- 
tem which airmen undergo for determination of eligi- 
bility for medical Certification; formulate screening 
tests diagnostic and prognostic procedures which pro- 
vide means for determining whether airmen meet stand- 
ards established for integrity of nervous system; salary 
$11,595; applicants must show experience indicating 
ability to conduct to successful completion important 
research programs, Write to: Chief, Recruitment and 
Piacement, Federal Aviation Agency, 16th & Constitu- 
tion Avenue, N. W., Washington 25, D. C. Cc 


WANTED — ASSOCIATE IN ANESTHESIOLOGY ; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinic and hospital* +; 
including many benefits available only in a group; pres- 
ent department consists of MD and five nurses; work 
volume over 5000 cases per year exclusive of OB anal- 
gesia, with constantly increasing volume, necessitating 
expansion of department. For particulars, write: 
Morgan Schwab, MD, Chief of Department of Anesthesi- 
ology, Geisinger Memorial Hospital and Foss Citale, 
Danville, Pennsylvania 


PHYSICIAN WANTED—POSITIONS AVAILABLE FOR 
physicians qualified and experienced in general medi- 
cine for employment with the United States Govern- 
ment; applicants must be willing to serve in Wash- 
ington, D. C., and accept overseas mar wae must 
be U. 8. born citizen; graduate of U. 8. ass A 
medical school, and have completed military salhauien: 
salary $10,130 per annum; additional allowances if as- 
signen overseas; include all pertinent data in initial 

ply; personal latervions w Ma be arranged for those 
selected. Box 9367 C, % A 


APPROVED YEAR 
internship January 1960; 700-bed county hospital 
near New York Ci AY ti d opportu- 
nity; only applicants of approved medical schools Mitt be 
considered; stipend $100 monthly plus complete main- 
tenance. Apply: Superintendent, Bergen Pines oat 
Hospital, ‘aramus, New Jersey. 


TONICS AND SEDATIVES (Continued) 


A research report tells us that only one 
woman in ten can whistle. 


Anecdotes 


He had met a middle-aged, long-time 
friend and was astonished to note that his 
friend was carrying packages that were 
obviously flowers, perfume, and lingerie. 

“Whatever are you buying such things 
for?” he asked impulsively and immedi- 
ately started to apologize. 

“It’s all right,” his friend remarked. 
“Some men start looking for greener pas- 
tures when they get to middle age, but I 
thought I’d just fertilize the one I have.” 

On a Los Angeles bus a lady seated her- 
self in the only vacant place, which hap- 
pened to be next to a man who was slightly 
inebriated. She opened her bag, took out 
a map of Hawaii, and started to study it. 

The tipsy gentleman, unnoticed by her, 
was also studying the map. Finally he 
tapped her on the shoulder and said, 
“Madam, you’re on the wrong bus.” 


A visitor gushed over a painting of 
Grandma Moses. 

“What original talent,” she exclaimed, 
“how I wish I could take these glorious 
colors with me.” 

“You are going to get your wish,” said 
Grandma Moses, “you are sitting on my 
pallette.” 


From Outer Space 


With the advent of the Sputnik, a new 
series of jokes have developed around the 
idea of space travel and visits to earth by 
inhabitants of other plants. Some of these 
anecdotes are indeed from way out in left 
field; a few examples follow: 

A Martian greedily hugged a traffic light, 
then stepped back in bewilderment as the 
signal switched from go to stop. Finally 
he walked off in disgust. 

“Women,” he said under his breath, “if 
there is anything I can’t stand, it’s a tease.” 

The Martian landed in Monaco and said 
to the first native he saw, “Take me to your 
leader's wife.” 


(Continued on page 206) 


PSYCHIATRISTS 


For California State Hospitals 
Opportunities for research and advancement. 
No written examinations. Interviews twice a 
month in California and as needed in other states. 
Good salaries. Retirement plan and other cttrac- 
tive employee benefits. 

Apply 
Medical Personnel Services 
801 Capitol Avenue, P. F. 
Sacramento 14, California 


OPPORTUNITIES FOR PRACTICE WITH HIGHLY 
qualified staff in a gmé&s 600 bed VA hospital; positions 
available in radiology; internal medicine; general sur- 
gery; neurosurgery; general practice; one position as 
chief of pathology; board certification necessary in 
pathology; radiology; and neurosurgery; starting salary 
to $12,770 depending on qualifications; plus board 
certification allowance; liberal vacation; sick leave; and 
retirement plan; ideal climate; U. S. citizenship and 
license of any state required; Write Director, Profes- 
sional Services, VA Hospital, Columbia, 8. C. Cc 


ASSISTANT THORACIC SURGEON — FOR GLENN 
Dale Hospital, the tuberculosis hospital for the District 
of Columbia; one year appointment; experience in 
thoracic surgery necessary; candidate shall have sup- 
ervisory responsibilities of Assistant Chief, Depart- 
ment of Surgery; salary $10,130; sick ieave, annual 
leave and other benefits; must be eligible for licen- 
sure in the District of Columbia. Address inquiries 
to: Medical Director, Glenn Dale Hospital, Glenn Dale, 
Maryland. Cc 


DIRECTOR — KALAMAZOO CITY-COUNTY HEALTH 
Department; well organized department with full time 
staff of 50, serving a population of 153,000; excellent 
community relations; city with university and colleges ; 
desirable working and living conditions; paid vacation, 
sick leave and retirement benefits; salary open; re- 
quirements: eligible for Michigan MD license, MPH 
degree, and at least two years of responsible adminis- 
tive experience. Address inquiries to: r. ‘ran. 
Clark, 226 Oak Grove Avenue, Parchment, Michigan. C 


2,500 BED CENTRAL STATE HOSPITAL, NASHVILLE, 
Tennessee; requires board certified psychiatrist to di- 
rect its clinical program; prefer man under 50; posi- 
tion carries faculty status and calls for the usual clin- 
ical skills plus the ability to help coordinate teaching 
program of local medical schools and other graduate de- 
partments; address inquiries to Joseph J. Baker, MD, 
Commissioner, Department of Mental Health, 300 Cor. 
dell Hull Bldg., Nashville, Tennessee. 


PATHOLOGIST — WILL CONSIDER A CERTIFIED 
man, or a man eligible for certification; a recent train- 
ee; or a 4th year resident wishing to complete training; 
to associate with a congenial group serving a 900 bed; 
fully approved general hospital; excellent working con- 
ditions; good Pn ga with medical staff. For fur- 
ther Ee conta hmoekel, Personnel Di- 
rector, The Grace Hospital, 4160 John R., Detroit 1, 
Michigan. Cc 


WANTED — PHYSICIAN PSYCHIATRICALLY 
trained; 1,105 bed Veterans Administration neuropsy- 
chiatric’ hospital dynamically oriented; salary range 
$9,890 to $16,000 depending upon qualifications; Citi- 
zenship required; area has excellent educational and 
cultural opportunities; near Smith College, Amherst 
College, and the University of Massachusetts. Com- 
muniecate: Manager, Veterans Administration Hospital, 
Northampton, Massachusetts. Cc 


of three years psychiatric experience; excellent. op 
tunities for advancement; salary rate $7,320.00- B10, 
200.00 depending upon applicant’s training and expe- 
riences; annual increments; nominal deduction for com- 
plete family maintenance; fully approved large eastern 
mental hospital with three year accredited residents 
training program; must be eligible for licensure in 
Connecticut. Box 9553 C, % AMA 


SPECIALISTS—BOARD CERTIFIED OR QUALIFIED; 
if you are tied of fig pties traffic; wasting hours driving; 
in a crowded hot city; then we may have the answer to 
your problems: an established 17 man group in a north 
midwestern city of 50,000, near Minnesota raat 
looking for the following specialists: internist; ob. and 
ull details to Box 9597 Yo AMA. 


DOCTOR FOR ACTIVE RURAL PRACTICE; BEING 
vacated shortly after August Ist; gross $20-25,000 an- 
nually; mode:n completely equipped health center in 
Mesick, Michigan; population 350; 2,500 in trade areas; 
prosperous community; good hunting and fishing; no 
investment required; low rental. Write: Mesick Com- 
munity Health Center, Mesick, Michigan, or call hours 
2 to 5, any day except Thursday or Sunday. Cc 


VACANCIES—SEN 


bad HIATRIST DIRECTOR WITH A. A. 
P. C. C. qualifications and full time psychiatrist in- 
in child psychiatry; Lancaster, 
commuting distance Philade Iphia and Baltimore; A. 
. approved; two team community 

seeing children and ecules salary according to 


clinic; 
, MD, 720 Columbia ay, 


experience; John D. Helm, 
enue, Lancaster, 


GENERAL PRACTITIONER—FOR IN 
NP Service of a large combined GM&S P hos- 
; if applicant energetic and interested fn y 


(Continued on page 208) 
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The Automatic answer to 
Medical pictures 


Distributors —U. S.: The I 


everyday pictures, 


Want up to a 2.4 magnification of a minute organ? Need a micro- 
photograph for your files? An easy to use every day camera that 
meets the most critical professional standards? Then examine the 
new Minolta SR-2. It sets a new high in precision automation. 


Completely automatic diaphragm... instant return mirror. 


Advance the Rapid Film Wind Lever and automatically — lens dia- 
phragm opens to its largest aperture; film advances; shutter is cocked. 


Partial List 
of Lenses 
35 mm, f:2.8..$119.50 


215.00 
Extension 600 mm, f:5.6.. 550.00 


Tube Set ...... $19.95 


Extension 
Bellows ....... $24.95 


NEW Automatic Single Lens 
Reflex System of Photography 


Minolta SR-2, complete with 55mm, f:1.8, automatic lens 
$ 2 4 9 50 Sold only at Authorized Minolta Dealers 


Press the “instantaneous” shutter release button and automatically 
-lens stops down to your predetermined opening; instant return 
mirror clears and returns instantly; focal plane shutter exposes film; 
you're ready to advance film and shoot again. 

Eye-level pentaprism viewfinder, with condensing and Fresnel 
lenses, provides exceptionally brilliant focusing image. Corners are 
visible even if you wear glasses. 

Single, non-rotating shutter speed dial; 1 to 1/1000 sec. plus bulb; 
FP-X flash synchronization; self-timer, automatic zero return, rapid 
rewind crank, etc. 

A vast line of extra lenses and accessories are available. A few 
are listed below. 


MINOLTA 


MINOLTA CAMERAS + 150 BROADWAY, NEW YORK 38 


Microscope 


Partial List 

of Accessories 
Leica or Exacta 
Mount Adapter...$ 4. 
Magnifier 14.95 
Polarizing Filter.. 19.95 
Angle Finder ... $14.95 

and many more 


Copying 
Stand 


&. 


*R Corporation, 951 Brook Ave., New York 51, N.Y. © CANADA: Anglophoto Ltd., 880 Champagneur, Montreal 8, Quebec, Canada 
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55 mm, f:1.8.. 110.00 
oer 100 mm, :3.5.. 99.50 
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Protects adults against 
Diphtheria-Tetanus 
with reduced reactivity 


Adult 


DIP-TET™ 
Alhydrox’ 


Active immunity can be estab- 
lished, or booster injections 
given to teen agers and adults 
without fear of serious reactions. 


High purification permits smaller 
dosage, reduces reactivity. Ad- 
sorption on Alhydrox [Al (OH)3] 
retards the rate of absorption, 
further minimizes reactions. 


For complete information see PDR 
page 662, ask your Cutter man, 
or write to 
CUTTER LABORATORIES 
Berkeley, California 


*™ 


CUTTER 


$GO-T and 
SGP-T 


Glutamic 
Oxaloacetic 
and Glutamic 


Pyruvic Transaminase 


according to Cabaud, Wroblewski, et al., 
(Journal of Clinical Pathology, 1956) 


LUMETRON Clinical 
Colorimeter Mod. 401-A 


Also 
Cyanmethemoglobin 


(Drabkin) 


Write for Bull, 406; also for instructions 
on Transaminase and Cyanmethemoglobin.. 


jearth none the worse for wear. After ex- 


questions. | 
| “How did you like it up there?” he| Y 
| asked. 


cancer.” 


“try it again and a little less tense.” 


| to my children as they have been to me.” 


|play in five acts, put it away for six 
|months, then tear it up and marry a rich 
| girl. 


|for their dinners and fewer dressed for 
them. 


| TONICS AND SEDATIVES (Continued) | 


The mouse was shot into outer space in 
the nose cone of a rocket and returned to 


amination he was returned to his cage in 
the Medical Research Laboratory. 
A mouse in an adjoining cage was full of 


“Well,” was the reply, “it’s better than 


The Martian’s first stop on earth was the 
Actors’ Studio. He padded up to the di- 
rector and said, “Take me to your leader.” 

“Not bad, not bad,” said the director, 


e 
Quotes of the Week 


A father’s comment: “I just want to live 
long enough to be as much of a nuisance 


A sure formula for success is to write a 


° 
It would be better if more people worked 


A reader always puts a ten dollar bill 
into his volume of Dante so that he can 
say, “Where in Hell did I put my money?” 


J.A.M.A., Aug. 8, 1959 


z Any Sensible Shoe.. 
plus CUBOIDS 
can offer Comfortable SUPPORT 


Your patients can conform to the 
latest (non-radical) footwear fash- 
ions when wearing Cuboid Shoe 
Inserts ... and still enjoy firm, yet 
gentle support where so often 
shown to be required. 

Bear in mind, Cuboids are not a 
make of shoe: they are lightweight 
inserts that are slipped into the 
regular shoe. With wear, the Cuboid 
“breaks in” and takes form that 
compensates between an unyielding 
shoe sole and the plantar area 

of the patient’s foot. 

Burns Cuboids have been prescribed 
by physicians for as long as 23 years. 
The product has been advertised 

to you in these columns for the past 
eleven years. They are widely 
available in shoe stores and shoe 
departments, in 248 styles and sizes. 


Aspecial data sheet describing the functions of Cuboid 
Shoe Inserts is available to doctors on request, 


BURNS CUBOID CO. 
Established 1936 
P. 0. Box 658 
Santa Ana - California 


A telephone operator at the Fleischman 
Baking Company sometimes answers with, 
“Fleischman Baking Company, which 
crumb do you wish to speak with?” 
The plot was designed in a light vein 
that sometimes became varicose. 


Don‘t miss it . . . the leading 
medical meeting of the year 
A.M.A. Clinical Meeting in Dallas, 
December 1-4, 1959 


my visit 


“Oh, doctor, there are several _— I forgot to mention during 
this afternoon!’ 
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You are giving very special physical comfort to your patients with RAMSES® 
Diaphragm and Jelly* because the RAMSES Diaphragm has a soft, cushioned rim 
and is flexible in all planes to permit complete freedom of motion, and because 
RAMSES Jelly is uniquely suited for use with the RAMSES Diaphragm. It is not a 
static jelly or cream, but flows freely over the rim and surface to lubricate the 
diaphragm, add comfort, and protect the patient for ten full hours. 


With RAMSES Diaphragm and Jelly you are also providing essential inner 
security, since your patient is assured she can plan her family according to her 
wishes, safe in the knowledge that she is using not only the most reliable method — 
diaphragm and jelly — but a most comfortable and reliable diaphragm and jelly, 
RAMSES. As Tietze’ has pointed out, the diaphragm and jelly method reduces the 
likelihood of conception by at least 98 per cent. 


After fitting the diaphragm, prescribe the complete unit—the new RAMSES 
“TUK-A-WAY”® Kit #701 with diaphragm, introducer and jelly in an attractive 
new zipper case which opens top and side. 


For those who put a special value on simplicity and convenience, such as “just 
marrieds,” new IMMOLIN®' Cream-Jel for use without a diaphragm is now avail- 
able. IMMOLIN forms an impenetrable matrix in which sperm are trapped, lose 
vitality and die. The first published study? on IMMOLIN covering 1,729 patient- 
exposure months shows a low rate of 2.01 unplanned pregnancies per 100 woman- 
years of exposure. 


1. Tietze, C.: Proceedings, Third Internationa! Conference Planned 
Parenthood, 1953. 
JULIUS SCHMID, INC., 423 West 55th Street, New York 19, N. Y. 2. Goldstein, L. Z.: Obst. & Gynec. 19:133 (Aug.) 1987. 
*Aactive agent, dodecaethylenegiyco! monolaurate 5%, in @ base of 
long-lasting barrier effectiveness. 
glyco! 550 laurate 5%, 


RAMSES, “‘TUK-A-WAY,”’ and IMMOLIN are registered trade-marks of Julius Schmid, Inc. ylph ypoly 
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PATIENT 
COMFORT 


ANTI- 
ANTI-MIGROBIA 
PIT 


OTOBIONE provides the 


clinically proved* formula of White’s 
OTOBIOTIC, fortified with prednisolone. 
Each cc. of this new formula contains: 


ANTI-BACTERIAL 
ANTI-FUNGAL 


Physiologic pH! Will not obscure anatomic 


landmarks during otoscopy! 
The normalizing effect of 
OTOBIONE reduces tissue in- 
jury, and quickly provides 
optimal patient comfort... 
Preliminary studies with 


OTOBIONE by several investigators! show 
effective relief in 87% of cases of external 
otitis, chronic otitis media, and chronic 


mastoiditis with otorrhea. 


| 


White Laboratories, Inc. 
J Kenilworth, New Jersey 


*Lawson, G. W.: Diffuse Otitis Ex- 
terna and Its Effective Treatment, 
Postgrad. Med. 22:501, Nov., 1957. 
tDaly, J. F.: Personal Communi- 
cation. Yesner, B.: Personal Com- 
munication. McStravog, L.: Per- 
sonal Communication. Rigual, R.: 
Personal Communication. 


(Continued from page 204) 


GENERAL PRACTITIONER—TO JOIN ESTABLISHED 
eastern Ohio group of young specialists and general 
practitioners; enthusiastic, academic atmosphere ; oppor 
tunity to become full partner from start with no in 
vestment; paid annual vacation and study period; 
Starting annual salary $11,500 to $15,000 depending on 
training and experience; retirement program. Box 9452 
C, % AMA 


OTOLARY NGOLOGIST FOR STAFF OF GROUP 
practice clinic serving membership of 30,000; in Wash- 
ington, D. C.; prefer diplomate or board eligible ply 
sician; interested primarily in ENT practice; annual 
salary (open) one month vacation; sick leave; compre 
hensive retirement plan. Write to: Medical Director, 
Group Health Association, Inc., 1025 Vermont Ave., 
N , Washington 5, D. C c 


THE WESTERN FOUNDATION FOR CLINICAL RE- 
search now accepting applications for Fellowship in 
general surgery at the Great Falls Clinic, Great Falls, 
Montana: medical staff of 30 doctors; extensive surgi 
eal experience, generous stipend. Address inquiries to: 
Chairman, Fellowship Training Program, Western 
Foundation for Clinical Research, Box 911, Great Falls, 
Montana Cc 


WANTED-INTERNIST FOR 40 BED ACUTE MEDT- 
cal ward: Board certified or Board eligible; salary 


dependent upon qualifications, Contact; Manager, VA 
c 


Center, Dublin, Georgia 


RESORT COMMUNITY IN THE CENTRAL ADIRON- 
dack section of New York State desires the services of a 
general practitioner; community situated 63 miles north 
of Utica, hes winter population of 300 and a summer 
population of 7,000; the Town Board has an attractive 
offer for residency and living conditions; hunting and 
fishing are very good. For further information, write: 
Bernard Patrick, Town Clerk, Inlet, New York. Cc 


QUALIFIED PHYSICIANS NEEDED IN 2,400 BED 
mental hospital+; salary range $6,505 to $13,970 de 
pending upon qualifications; 15% additional if Board 
Certified; not to exceed $16,000; approved three year 
psychiatric residency collaborating with Northwestern 
University; citizenship required. Write: Manager, Veter- 
Hospital, Downey, near Waukegan, 

nois Cc 


WANTED—PHYSIATRIST FOR ACTIVE PMR PRO- 
gram in 82% bed hospital treating GMS and geriatric 
patients ; urologist to head section of 32 beds in surgical 
service; salary both positions $9,890 to $12,770, depend- 
ing on qualifications; 15% additional pay if Board 
Certified. Write: Charles Thomas, MD, Director, 
Professional Services, Veterans Administration Center, 
Dayton, Ohio. Cc 


INTERNIST—-TO JOIN ESTABLISHED EIGHT MAN 
group; each practicing specialty in remodeled and en- 
larged facilities just completed; $12,000 guarantee first 
year; full partnership in two years; midwest city of 
20,000 population; area 70,000; only clinie in commu- 
nity; city recently cited as one of most progressive com 
munities in nation, Box 9436 C, AMA. 


J.A.M.A., Aug. 8, 1959 


ANESTHESIOLOGIST Board qualified, Flor- 
ida license. 

OPHTHALMOLOGIST Texas group urgently 
needs board certified oph. 

EAR NOSE THROAT specialist with group 
of certified doctors in suburb of large medi- 
cal center. 

INDUSTRIAL PHYSICIAN: Pharmaceutical 
concern has position for board internist. Some 
travel. Salary $16,000.00 ann. 
PEDIATRICIAN for suburban practice. 
Other listings equally as attractive. 
Please write for application. 

MEDICAL PLACEMENT 
15 Peachtree Place, N. W. 
Atlanta 9, Ga. 


EXCELLENT OPPORTUNITY FOR TWO DOCTORS TO 
take | over a general practice; air conditioned clinic 
Q; quipped Sisters hospital fully approved 
by Joint Commission available. Located western Min- 
nesota, best hunting and fishing, excellent schools and 
churches; practice grossed { million dollars in past 10 
years; present owner qualified surgeon planning grad- 
ual retirement but can remain partially active it health 
permits; practice unopposed. Box 9551 C, % AMA. 


GENERAL PRACTITIONER WANTED IN SOUTH- 
eastern Arizona to join medical staff of copper corpo- 
io ge salary plus allowances; private practice permit 
yeas ce space furnished in corporation hospital; ideal 

ear a climate; town of 15,000 in heart of his 
pony Old West Write to: Chief Surgeon, Phelps Dodge 
Corporation, Douglas Hospital, Douglas, Arizona, out- 
lining personal and professional background. Cc 


WANTED PSYCHIATRIST—BOARD CERTIFIED; FOR 
active 1000 bed hospital with three years approved res- 
ideney training program; ample opportunities in ex- 
panding treatment and teaching program; starting sal- 
ary $16,500 to $22,800; depending upon qualifications; 
housing available Write: W. C. Brine “gar, MD, Super 
intendent, Mental Health Institute, Cherokee, Iowa. C 


PHYSICIAN OR INTERNIST TO HEAD 
al medical section of 1200 bed state mental ae 
; midwest college community of 6,500 people; sa 

ary depends upon qualifications and ranges to $19, a3 
for certified individual; must be eligible for Towa Li 

cense, Write: W. B. Brown, MD, Superintendent, Mental 
Health Institute, Mt. Pleasant, lowa Cc 


| GENERAL PRACTITIONER URGENTLY NEEDED 


Suburban Charlotte, N. C. community; 10,000 drawing 
population ; 10 to 15 minutes drive to 3 large hospitals; 
live in best section of Mecklenburg county; near schools ; 
stores; churehes and country clubs; office available. 
Contac Black, Black's Pharmacy, Matthews, 
x. 


VE 7-4560. 


WANTED INTERNISTS AND PEDIATRICIANS 
Board certified or eligible to ioin established group in 
southwestern Pa, present star of 45 board specialists; 
located in modern well equipped clinic; net starting 
income $17,000-$25,000 depending on qualifications; 
annual vacation and study periods. Write Box 9511 C, 
AMA. 


RADIOTHERAPIST — FULL TIME FACULTY AP 
pointment available in southern medical school; rank 
dependent on previous experience; new teaching hos 
pital has ultimate 600 bed capacity; individual will 
be in charge of therapy and isotopes; equipment in- 
cludes supervoltage unit; full time physicist on staff. 
Box 9517 C, % AMA. 


WANTED ASSOCIATE IN OPHTHALMOLOGY ; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinic and hospital*+, 
including many benefits available only in a group. For 
particulars, write: Alan W. Mahood, MD, Chief, De- 
partment of Ophthalmology, Geisinger Memorial Hi0n 
pital and Foss Clinic, Danville, Pennsylvania. ; 


WANTED—ASSOCIATE IN PEDIATRICS, BOARDED 
if possible; full time employment in a ie established 
and rapidly growing clinic and hospital*+, including 
many benefits available only in a group. For particu- 
lars, write: Samuel 8S. Morrison, MD, Chief, Depart 
ment of Pediatries, Geisinger Memorial Hospital a, 

Foss Clinic, Danville, Pennsylvania. 


WANTED ASSOCIATE IN ORTHOPAEDICS; 
Boarded if possible; full time employment in a long 
established and rapidly growing clinie and hospital*+, 
including many benefits available only in a group. For 
particulars write: Leonard F. Bush, MD, Chief of 
Staff, Geisinger Memorial Hospital and Foss Clinic, 
Danville, Pennsylvania Cc 


INSURANCE 
ASSISTANT MEDICAL DIRECTOR 
$12,000—$15,000 


Well established Midwestern Life Company 
with excellent g t. Position offers 
rapid advancement to top position. Specifi- 
cations: age to forty; specialization in in- 
ternal medicine desirable; willing to re- 
bocate desirable Midwestern City, popula- 
tion under 500,000. 


FERGASON PERSONNEL 
INSURANCE PERSONNEL EXCLUSIVELY 
330 S. Wells HArrison 7-9040 Chicago 6, Illinois 


(Continued on page 210) 


208 
| 
< 
nN 
2 
3 
| 
| 
age 
A 
: 
| 
| 
| 
} 
; 
: 
| 
| 
2 
| 
a 


non-steroid therapy 
asthma and emphysema 


ELIXOPHYLLIN 


High theophilline blood levels reached in minutes— 
from a single dose.* 


. 


After absorption, theophylline is slowly eliminated. 
Therapeutic blood levels endure for hours.* 


This predictability of blood levels permits quite constant 
therapeutic blood levels night and day, providing 

relief of wheezing, dyspnea, cough, and protection 
against acute attacks for most patients.* 


DOSAGE: First two days: 15 minutes 4 hours 
45 cc. (three tbsp.) on arising; J 
45 cc. (three tbsp.) on retiring; 


45 cc. (three tbsp.) once midway 


between above doses Sub-therapeutic blood levels 
(about 3 P.M.) 


Therapeutic blood levels 


After two days of therapy the size of doses should be slightly decreased. 
Each tablespoonful contains: theophylline 80 mg., alcohol 3 cc. 


Prescription only — bottles of 16 fi. oz. 
herman Leboratories 


Detroit 11, Michigan 
*Reprints of these studies on request. 
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for control of 


cardiac arrhythmias 


@ each dose of Quinaglute 
D T b S Mt ® ° t ° Dosage: For conversion of auricular 
ura-ta VM. maintains fibrillation to normal sinus rhythm, in 
uniform plasma levels up most cases, 2 Quinaglute Dura-Tab S.M. 
to 12 hours 1 tablets 3 to 4 times a day, for 2 to 3 days. 
ul : For maintenance 1 to 2 tablets every 10 

@ no night dosage needed. to 12 hours. 

rs better absorbed and toler- Supplied: Bottles of 30, 100 and 250. 
ated than quinidine sulfate. 


@ an unexcelled quinidine in 
premature contractions, WYNN PHARMACAL 
auricular tachycardia, flut- CORPORATION 


PD Lie) 


samples, reprint and detailed literature. 


2 Bellet, S., Finkelstein, 0., and Gilmore, H.: 
M.A. Archives Internal Med. 100:750, 1957. 
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(Continued from page 208) PSYCHIATRIST FOR STAFF POSITION IN CIN- 
cinnati; exceptional opportunity for able psychiatrist to 
participate in expanding treatment, teaching and re 
search program; salary upward from $12,000, depending 
on qualifications and experience. Write 
Sanger, MD, 3009 Burnet Avenue, Cincinnati’ 19, 
0. 


HOUSE PHYSICIANS—-NEEDED IMMEDIATELY; 230 
bed general hospital; serving suburban and industrial 
communities in Pittsburgh metropolitan area; a license 
in Pennsylvania is required for this position; salary 
$650 per month; apartment available. Write: Adminis- | 
trator, Sewickley Valley Hospital, Sewickley, Penn;  INTERNIST—MEMBER OR BOARD ELIGIBLE TO 


sylvania. oe small clinic in small southern Virginia town; 
WANTED—NEUROSURGEON TO HEAD 30-35 BED nereasing salary for two years and then partnership; 
neurosurgical section in 823 bed general hospital+ ; sal- nearby teaching hospitals; new recreational facilities ; 
ary $9,890 to $12,770 depending on 15% culy those interested leisurely but 


additional y if Board Certified, Write: Charles C. 
Thomas, MD, Director, Professional Services, Veterans 
Administration Center, 4100 West Third Street, Dayton, | OPPORTUNITY FOR WARD PHYSICIAN ON VERY 
Ohio. c | active medical service under supervision of Board in- 
| ternist; located near Ozarks; excellent retirement; sick 
| 


Gn pees in small town should apply: Box 9446 C, 
AMA. 


G RAL PRACTITIONER—TO JOIN ESTABLISHED and annual leave plans; salary range $9860 to $16,000 
stern Ohio group of young specialists and general depending on qualifications. Contact: Manager, VA 
practitioners; democratic; enthusiastic; academic at- Hospital, Poplar Bluff, Missouri. Cc 
mosphere; opportunity to become full partner jy start 
with no investment; paid annual salary $11,500.00— GENERAL PHYSICIANS AND PSYCHIATRISTS 
$15,000.00 depending on training and cepusaneti re- | wanted in progressive modern psychiatric hospital with 
tirement program. Box 9452 C, % AM/ excellent full time staff and visiting consultants; all 


year vacation area; good salary; paid vacation; sick 
leave and liberal retirement benefits. Pisaaire: Manager, 
VA Hospital, Tomah, Wisconsin. Cc 


WANTED THREE PHYSICIANS WITH G 


PHYSICIANS WANTED--FOR CHICAGO AND SUR- 
rounding suburbs; there are many full and part time 
positions available in all specialties for private asso- 
ciations; industry; groups; and institutions: Call or 


write Mrs. N. Garland, ‘Director Garland Medical practice experience to work in admitting 
Placement, 25 East W. ashington Street, Chicago 2, domiciliary ; ary dependent upon 
nois, ANdover 3-0145. All inquiries are confidential. C Contact: My “vr, VA Center, Dublin, Georgia c 


| WANTED 


J.A.M.A., Aug. 8, 1959 


ALLERGIST — PREFERABLY TRAINED; BUT IN- 
ternist, dermatologist, or pediatrician with some train- 
ing or willing to be indoctrinated in allergy will be 
considered; salary—$15,000 to $20,000, depending on 
qualifications ; rtnership later; beautiful midwest uni- 
versity city of Bs ,000. Apply: Box 9579 C, % 


INTERNIST—BY GROUP IN CHICAGO SUBURBAN 

area; certified or Board eligible as additional man in 

department of three; good salary with bonus and early 

partnership with no investment; give full details as to 

training and marital status. Box 
» fo AMA, 


GENERAL PRACTITIONER — WANTED TO WORK 
with established doctor rural area 2,600 population ; new 
fully equipped medical center in beautiful Vermont 
village; two open staff hospitals within 20 miles: Con- 
tact C. John Williams, Committee Chairman, Valley 
Health Center, East Corinth, Vermont. c 


— BOARD QUALIFIED INTERNIST WHO 
wishes to build private practice; to share office ex- 
penses with internist and two surgeons; share calls with 
internist, $12,000 guarantee plus percentage; north 
Iowa town; 30,000 shopping center for rich farming and 
industrial area. Box 9509 C, % AMA 


FAMILY PHYSICIANS — IMMEDIATE OPENINGS 
with medical group; southwestern Pennsylvania ex- . 
cellent educational opportunities; annual vaca- 
tion and study period; net starting income $12,000- 
$17,000 depending on training and experience; no 

investment required. Write: Box 9512 C, % AMA. 


ASSISTANT PATHOLOGIST—OVER 1000 BED; ¢ 
eral municipal hospital; approved for 4 years of resi- 
dency training; staff pathologist; 3 assistant patholo 
gists; initial salary $7100; Apply, V. B. Dolgopol, MD, 
Patholog t, Harlem Hospital, 526 Lenox Ave., New 
York 37, New York c 


20 man group located in excellent hospital: 

or certified; goo 
opportunity ver group partnershi 
tion from res eoney to private practice; apply, Dr. 
Charles E. Holzer, Holzer Clinic, Gallipolis, Ohio. C 


| WANTED--GENERAL PRACTITIONER; UNDER 25, TO 
join established four member group, expanding com- 
munity northeast Georgia; new air conditioned building ; 
one member returning service; $10,000 start, early part- 
nership. Hill-Burton Hospital, Habersham Medical 
Group, Clarkesville, Georgia. Cc 


INTERNIST—CERTIFIED OR QUALIFIED AS STAFF 
physician in 386 bed affiliated hospital; citizenship 
required; salary range $9,890 to $14,685 depending on 
expe rience or Certification. Write: Director, Professional 
rvices, Veterans Administration Hospital, Des 
owa. 


OBSTETRICIAN-GYNECOLOGIST — CERTIFIED OR 
Board Eligible; nine partner group with one other ob- 
stetrician and gynecologist; college town of 15,000 in 
northern Minnesota; generous salary with early part- 
nership. Contact: H. B. Cope, MD, Lenont- Peterson 
Clinic, Virginia, Minnesota. re] 


WANTED — BOARD CERTIFIED PATHOLOGIST TO 
direct municipal laboratory serving New York State 
city of 80,000 and 330 bed general hospital; salary 
open; liberal retirement program; excellent technical 
staff and equipment; should — in New York 
State. Reply: Box 9505 Cc, % AM 


WANTED—ORTHOPEDIST; BOARD CERTIFIED OR 
Board qualified in full time clinic; Middle Atlantic 
states; starting income $17,000 with fringe; give ne 
particulars in first communication. Box 95 Cc 

A. 


MEDICAL DIRECTOR OR RESIDENT—ESTABLISHED 
private tuberculosis sanatorium and adjacent nursing 
— for gn care; 130 beds; complete mainte- 

nee; salary open. Rocky Glen Sanatorium, Box 449, 
Met Ohio, Robert King, Business Manager. 


ATRICIAN—BOARD QUALIFIED OR 
well established group near large Illinois city 
eons early partnership; give full details of q - 
tions, training, age, marital status and tan _— 
9548 C, % AMA. 


WANTED—-PATHOLOGISTS FOR PART-TIME AF- 
filiation under attractive arrangements; 500-bed modern 
chronic disease hospital; for further information write: 
Executive Director, St. Barnabas Hospital, New 
York 57, New York. Cc 


GENERAL PRACTICE—-DOCTOR NEEDED TO JOIN 
two young GP’s in group practice in Buena Park, 
California; $12,000 minimum with unlimited future; 

Write: Dr. Joseph Gleason, 6189 La Palma Ave., Buena 

Park, California. Cc 


WANTED GENERAL PRACTITIONER EASTERN 
North Carolina lake resort town; active practice; gross- 
ing $26,000 to $28,000; 93% collections ; residence avail- « 
able; physician leaving for residency; for further in- 
formation write: Doctor’s Office, Wananish, N. C. c 


GENERAL PRACTITIONERS — MODERN 13 ROOM 
clinic; one or two men; growing community of 18,000 
people; diversified industry; good hospital facilities; 
financial arrangements flexible. C. F. Harrell, 1903 N.E. “ 
28th Street, Fort Worth 6, Texas 2 


GENERALIST—OPENING FOR TWO GENERALISTS 
to head active emergency service of well known clinic 
and hospital in Detroit, Michigan; salary open; annual 
increments; bonuses; vacations; etc; address all perti- 
nent data to: Box 9561 C, % AMA. 


WANTED—GENERAL PRACTITIONER ASSOCI- 
ate in two man clinic in small central Illinois city; 
years residency in obstetrics or medicine and draft in- 
eligibility would be helpful; Illinois license; $1,200 a 
month with qualifications: Box 9582 C, % AMA. 


ANESTHESIOLOGIST WANTED—OUTSTANDING OP- 
portunity to join group in one of California’s loveliest 
and fastest growing cities; lucrative practice with ex- 
cellent working conditions; partnership after first year; 
Box 9566 C, % AMA 


and most of the other major s : pereentage with 


(Continued on page 218) 
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AN AMES CLINIQUICK 
CLINICAL BRIEFS FOR MODERN PRAC 


STUDIES OF ASTHMATIC CHILDREN* 


essentially no asthma 
@fter 2 years’ 
treatment 


improved 
but require 
symptomatic 
medication 


“Based on five-year study. Ten- and 15-year follow-up studies 
indicate essentially unchanged ratios. 


how many children “outgrow” asthma? 


Approximately 44 per cent of 233 children “outgrow” asthma after a two-year 
program of desensitization, diet restriction and avoidance.* 


Source—Dees, S. C.: A.M.A. J. Dis. Child. 93:228, 1957. 


well tolerated by your asthmatics in every age group 


A M i N ET Suppositories with unique, nonreactive base 


AMINOPHYLLINE WITH PENTOBARBITAL 


“weight-proportioned” dosage The benefits of AMINET Suppositories—prompt 
relief of respiratory distress plus round-the-clock asthmatic protection—are available in 
three different strengths. AMINET thus offers the safety and effectiveness of individualized 
doses for children of different ages and weights as well as adults, while avoiding the 
gastric upsets of oral medication, the anxiety of injections and the restlessness that may 
follow the use of adrenergics. 


Rx AMINET—a Supply in the home may avoid an unnecessary night call. 


PENTOBARBITAL 
AMINOPHYLLINE BENZOCAINE 


New VY Strength 0.125 Gm. 0.025 Gm. 0.015 Gm, 
for children over 40 Ibs. (1% gr.) (% gr.) gr.) 
(18 Kg.) AMES 
Half Strength 0.25 Gm. 0.05 Gm. 0.03 Gm. qeuvene, ne 
for individuals over 80 Ibs. (3% gr.) (% (¥2 


Full Strength 0.5 Gm. 0.1 Gm. 0.06 Gm. \ 
for adults (72 gr.) (1% gr.) (1 gr.) 


Available—boxes of 12 
All three AMINET strengths are now packaged in pre-formed, protective foil strips. 
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in peptic ulcer... 


KEEPS THE MIND 
OFF THE STOMACH 


...THE STOMACH 
FREE OF PAIN 


direct antispasmodic action plus control of anxiety and tension 


MILPATH-400 — Yellow, scored tablets of 400 mg. 
NOW... meprobamate and 25 mg. tridihexethyl chloride 
(formerly supplied as the iodide). Bottle of 50. 


2 M ulp ath fo rms DOSAGE: | tablet t.i.d. at mealtime and 2 at bedtime. 


for adjustability ——_iLpat#-200—Yellow, coated tablets of 200 mg. 
meprobamate and 25 mg. tridihexethy] chloride. 


of dosage Bottle of 50. 


DOSAGE: 1 or 2 tablets t.i.d. at mealtime and 
2 at bedtime. 


ilpath 


®Miltown + anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. Wy 
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PREMENSTRUAL TENSION 


“Chlorothiazide is an excellent agent for relief of 
swelling and breast soreness associated with the 
premenstrual tension syndrome, since all patients 
with these complaints were completely relieved.” 


“Where tension, nervousness, and headaches 
are major factors, chlorothiazide may provide 
relief; approximately half of the patients in 
this series [of 50] were benefited .. .” 


Jungek, E.C., Barfield, W. and Greenblatt, R.B.: J.A.M.A. 169:112, 
(Jan. 10) 1959. 

Dosage: One or two 500 mg. tablets DIURIL daily— 

beginning the first morning of symptoms and continuing 

until after onset of menses. 


CHLOROTHIAZIDE 


continuing 
and consistently 
outstanding record 


safety and 
efficacy in: 


Supplied: 250 mg. and 500 mg. scored tablets DIURIL 
(Chlorothiazide). DIURIL is a trademark of Merck & Co., Inc. 
Additional information is available to the physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 


©1959 Merck & Co., INC. : 
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NOW... 


TINY TABLET UNDER TONGUE 


STOPS MIGRAINE 
‘SICK’ HEADACHE 


SHUTS OFF PAIN 
BLOCKS OUT FEAR 


ANYTIME, ANY WHERE, 
WITHOUT NEED EVEN FOR 
A GLASS OF WATER 


because prodromal warning usually tells patients that the time to arrest 
imminent migraine attack is right now, and the place to do it is right here. 


MORE CONVENIENT... NO WATER, INJECTIONS OR PRIVACY NEEDED 


‘ 


All the patient has to do is to place a tiny ERGOMAR tablet 
under tongue. It enters blood stream directly through 
buccal lining, bypasses stomach and hepatic system and 


aborts vascular headache and migraine in approximately 
one half the usual time of ingested tablets.'~5 


NORDSON PHARMACEUTICAL LABORATORIES, INC. / 35A ELLIS AVENUE, IRVINGTON, N. J. 
PENDING 


(formerly Nordmark) 


Dosage: Sublingually, 1 tablet at onset of attack. 
Additional doses may be taken, if necessary, as 
follows: 1 tablet every half-hour until relief is 
obtained. Total dosage must not exceed 3 tablets 
within 24 hours. 

Contraindications: Peripheral vascular and coro- 
nary heart disease, hypertension, renal or hepatic 
dysfunction and pregnancy. 

Supplied: ercomar Tablets, 2 mg. ergotamine tar- 
trate per tablet, in specially developed dispenser 
packages of 12 tablets. May we suggest for patient 


| convenience and economy, writing for not less than 


12 tablets in a prescription. 


References: 1. DeJong, R. N.: GP 19:147, 1959. 2. Scientific 
Exhibit, 9th Annual Meeting, Am. Acad. Neurology, Boston, 
Mass., April 22-27, 1957. 3. Berman, B. A.: Current personal 
communication in the files of Nordson Laboratories. 4. Saunders, 
S. H.: Current personal communication in the files of Nordson 
Laboratories. 5. Blumenthal, L. S., and Fuchs, M.: Am. Acad. 
Neurology, Los Angeles, Calif., April 15-18, 1959. Sublingual 
Administration of Ergotamine in Relief of Migraine and Vas- 
cular Headache. 

ERGOMAR™ brand of specially processed 

ergotamine tartrate* 
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Miltown in 
continuous 
release 
capsules 


Meprospan 


for 24-hour 
tranquilization 


well tolerated, 
continuous relief of *s—% 
anxiety and tension 


.. all day...all night 


Supplied: 200 mg. continuous release capsules of 
Miltown (meprobamate, Wallace) in bottles of 30. 
Literature and samples on request 


(WALLACE LABORATORIES New Brunswick, N.J. 
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to stop as well as prevent 
nausea and vomiting 


new, 
completely 
well-tolerated 
antiemetic 


for oral and 
parenteral administration 
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Acts at the CTZ 


Tigan blocks emetic impulses at the chemoreceptor trigger zone (CTZ),' a medullary structure 
which activates the vomiting center. 


Well tolerated 

In extensive clinical studies,” Tigan has demonstrated a virtually complete absence of side 
effects. It has demonstrated no sedative properties;*° therefore, patients receiving Tigan may 
drive an automobile without the hazard of drowsiness, and carry on their household activities 
without being troubled by added lethargy or sleepiness. 


Unsurpassed specificity 

The mode of antiemetic action is the only similarity between Tigan and the phenothiazines. 
Chemically and pharmacologically they are completely unrelated.’ Tigan has exhibited no tran- 
quilizing properties, hypotensive action, supramedullary effects, extrapyramidal tract stimulation 
or hepatic toxicity.2° In laboratory findings there has been not one reported instance of 
abnormality due to Tigan.?® 


No known contraindications 
There are no known contraindications, no special precautions to complicate Tigan therapy. 


no known contraindications...no sedative propertics...no tranquilizer side effects 


Suggested Uses: To control, both prophylactically and thera- References: 

peutically, nausea and vomiting associated with pregnancy, 

travel sickness, gastrointestinal disorders, operative proce- 1. W, Schallek, G. A. Heise, E. F. Ke ith and R. E. Bagdon, 

dures, carcinomatoses, toxicoses, other underlying disease J. Pharmacol, & Exper. Therap., in press. 

processes, drug administration and radiation therapy. . Reports on file, Roche Laboratories. 

Dosage: Four times a day, or as directed — . 0. Brandman, paper read at Colloquium on the Pharma- 

Capsules (intramuscularly) cological and Clinical Aspects of Tigan, New York City, 


Adults and Children May 15, 1959. 
over 90 lbs lor2 2 cc (200 mg) 4.1. Roseff, W. B. Abrams, J. Kaufman, L. Goldman and 


Children: A. Bernstein, J. Newark Beth Israel Hosp., 9:189, 1958. 


under 30 lbs % ce (50 mg) 3 
30 to 60 Ibs 1 I ce (100 mg) 5. W. B. Abrams, I. Roseff, J. Kaufman, L. Goldman and 


60 to 90 Ibs Z 1*4 ce (150 mg) A. Bernstein, paper read at Colloquium on the Pharma- 
cological and Clinical Aspects of Tigan, New York City, 


How Supplied: Tigan capsules, 100 mg, blue-and-white — 2 
bottles of 100 and 500. Tigan ampuls, 2 ce (100 mg/ce) — May 15, 1959. 
boxes of 6 and 25. 
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ANTEPAR’ TABLETS - 
NTEPAR’ WAFERS | 


(Continued from page 210) 


WANTED PHYSICIAN WITH EXPERIENCE IN 
general practice for admitting office of 500 bed GM&S 
hospital; salary dependent upon qualifications, Contact: 
r, Veterans’ Administration Hospital, 
ieorgia. 


RADIOLOGIST — FOR PARTNERSHIP IN ESTAB- 
lished hospital ood progressive percent- 
age pees from $18, to $32,000 in five vears; give full 
biography, availability first letter. Box 


C, % 


OTOLARY NGOLOGIST NEEDED BY LARGE SOUTH- 
western clinic group; Board Certified or Eligible to 
join two man department; rapidly expanding clinic in 
elty of 175,090, Contact: H. A. Reid, Lovelace Clinic, 
Albuquerque, New Mexico. Cc 


and medical proper- 
766 East Colorado Street, Pasadena, 
Street, Los 


ties for sale. 
California, and 610 8. Broadway 
geles 14, California. 


WANTED — WELL QUALIFIED YOUNG GENERAL 
practitioner for town of 1000, drawing area 12,000; 
southeast New York; 40 bed fully equipped hospital 
available; very agreeable offer can be arranged; state 
full particulars Ist letter. Box 9485 C, % AMA. 


NEUROSURGEON WANTED — BOARD OR BOARD 
Eligible for association with neurosurgeon and neurolo- | 
gist; medical school affiliation; research opportunities ; 
salary commensurate with experience: bonus; insurance; 

social security. Box 9496 C, % AMA. 


WANTED--YOUNG GENERAL PRACTITIONER AP- 
proved industrial hospital and vlinic; neg remun- 
eration excellent; salary plus extras; please give perti- 
nent information in first letter. Box 1296, “Miami, oe 
zona, 


14 MAN 

man in department; 

or Eligible; starting salary $15,000; 

ng with well trained men. Box 


UROLOGIST—COGNIZANT OF DISADVANTAGES OF 
solo practice; to join two man urological partnership 
in southern California; salary to start; association later 
if personalities prove “compatible, Write, givin back- 
ground and salary expected, to: Box 9413 C, AMA. 


WANTED — YOUNG NEUROSURGEON; MUST BE 
Board Eligible for excellent position in new neurosur- 
ical clinic in northern California; position available 
ne, |. 1959. Write for details to: Box 8160 C, % 


ANESTHESIOLOGIST — BOARD CERTIFIED OR 
qualified; immediate vacancy to join group of anesthe- 
siologists; fee for service; remuneration excellent ; West- 
ern Massachusetts; reply: Box 9556 C, % AMA: 


J.A.M.A., Aug. 8, 1959 


WANTED—GENERAL PRACTITIONER; SMALL TOWN 
in South Dakota; good hospital and Office space; can 
net $25,000 per annum easily; should do some sur- 
gery: Box 9558 C, % AMA 


GENERAL PRACTITIONER — FOR PHOENIX, ARI- 
zona; opportunity to learn surgery and possibility of 
developing own practice; $1,000 monthly to start; will 

needed by November, 1959. Box 9592 C, % AMA 


UNITY PRACTITIONER SOUTH- 

tern South Dakota; town of 1,500; two 250 bed hos- 

pitals nearby; net 25. 000 a year; leaving to specialize: 
ontact Box 9568 C, % AMA. 


ANESTHESIOLOGIST—BOARD ELIGIBLE TO ASSO- 
ciate with four man group; midwest; private es 
ed first year; then partnership. Box 9564 C, % 

A. 


INTERNIST—MIDWESTERN CLINIC GROUP NEEDS 
eighth Board Eligible or Certified internist; unusual 
opportunity with no investment for two years. Box 
9522 C, % AMA. 


WANTED — GENERAL SURGEON; BOARD CERTI- 
fied; or Board eligible; for 1,000 bed hospital and 
domiciliary; salary dependent upon qualifications. 
Contact: Manager, VA Center, Dublin, Georgia. Cc 


OALR — EXCELLENT IMMEDIATE OPENING FOR 
man, Certified or Eligible; to join busy department in 
well established midwest clinic in city of 50,000, popu- 
lation area 200,000. Box 9513 C, % A. 


OTOLARYNGOLOGIST WANTED TO TAKE OVER 
lucrative practice in Maryland on temporary or perma- 
pent bas basis; no investment required. Write: Box 9383 C, 
A 


ANESTHESIOLOGIST — 
aan Eligibility not required; 
ate license; group partnership; 
$15,000. Apply: Box 8223 C, % 


PSYCHIATRIST—$19,000 FIRST YEAR; NO LIMIT TO 
increase if willing to work; interest in analytically- 
oriented large Montana town. Box 
9495 C, % AM 


WANTED — ENT MAN; ESTABLISHED GROUP IN 
Indiana; Board qualified or Eligible; salary open; ex- 
cellent future practicing with well trained men. Box 
9506 C, % AMA. 


GENERAL SURGEON--YOUNG, AMBITIOUS; 5 
man group; large midwestern city; salary first year 
then percentage; must be w Wee to help some Rm 
practice. Box 8270 C, % A 


an ‘ou entuc'! wn of 25,000; ear: 

tner to to $16,000 


rst year. Box 7100 
WANTED — DIRECTOR OF MEDICAL EDUCATION, 
St. Vincent Hospital, Erie, Pennsylvania; 427 adult 
beds; 65 bassinets; salary to be based on wig OS: 
applications will be received until September 1, 1959. 


FOR BROOKLYN AREA; 
must have New York 
first year income 
MA. 


am ge 
Fairmont Clinic, West Virginia. 


-BOARD ELIGIBLE OR CERTIFIED; UL- 
three diplomates on the 


SURGEON 
tra-modern general hospital; 
staff; quarters available; Manager, Veterans 
istration Hospital, Miles City, Montana. 


PEDIATRICIAN — BUSY, CERTIFIED PEDIATRI- 
cian; upstate New York; desires associate, Certified or 
Qualified. Box 9529 C, % AMA. 


WANTED — FULL Lies INDUSTRIAL PHYSICIAN 
for transportation comp: anni,” good salary and excellent 
working conditions. Box 9557 C, % AMA. 


PHYSICIANS PLACEMENT SERVICE 
The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Couneil on Medical Service, 585 N. Dearborn, 
Chieago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved 4 internships 
and the + approved for r vies 
| by the Council on Medical Education bo Hospitals 

of the A. M. A. Consult Council’s approved list 
| for types of internships and residencies approved. 


PSYCHIATRY—THREE YEAR APPROVED RESIDEN- 

cies; supervision, Dr. Francis J. Ge and attending 

psychiatric faculties, medical schools, Chicago; experi- 

ence at Institute for Juvenile Research, Ilinois Neuro- 

psychiatric Institute; 110 bed acute psychiatric service, 

large , General hospital ; tent 
well b 


to 

for Psychoanalysis ; 
Address: Louis Jensen, MD, 

Veterans Administration 


GENERAL ROTATING APPROVED INTERNSHIPS 
available at Uniontown hospital* Uniontown Pa. stip- 
end $350. per month; graduates of U. S. and foreign 
medical schools on ama list are eligible; those not on 
this list must have passed the American medical qual- 
ification examination; for further information, contact 
Chairman, Intern Committee, Uniontown Hospital, Un- 
iontown, Pa. D 


RESIDENT IN OTOLARYNGOLOGY—SEPTEMBER I, 
Write: Administrator, Los Angeles Eye 
& Ear Hospital, Inc.,*+ Los Angeles 17, California. D 


(Continued on page 221) 
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seem to have the 


in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


¢ Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


. ¢ Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000. 
DOCUMENTED CASE HISTORIES." 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light-pink, scored tablet contains 1 mg. 


2-diethylaminoethyl benzilate hydrochloride (benactyzine HC!) & Dp 


References: 

1. Alexander, L.: J.A.M.A, 166:1019, March 1, 1958. 

e 2. Current personal communications; in the files of Wallace Laboratories. @)°WALLACE LABORATORIES, Naw Brunswick, N. 7. 
3. Pennington, V.M.: Am J. Psychiat. 115:280, Sept. 1968. 
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NTS LIKE SOFTR 


EW TRAN 


NTAGES: |. Provides well tolerated effective tranquilization. 2. Of 
4 side effects. 5. Convenient...can be 
. 


No. 15 


Vol. 170, 


Softran is a true tranquilizer 


A new, unique pharmacologic screening 
method demonstrates that buclizine 
[SOFTRAN] is not depressant and pos- 
sesses qualities of a true tranquilizer. Cut- 
ting, Windsor, M.D., Baslow, Morris, Ph.D., 
Read, Dorothy, Ph.D., and Furst, Arthur, 
Ph.D., School of Medicine, Stanford Uni- 
versity, Palo Alto, California. The Use of 
Fish in the Evaluation of Drugs Affecting 
the Nervous System. Quart. Rev. Psychiat. 
& Neurol. (accepted for publication) 


Softran is effective for mild to 
moderate anxiety-tension states 


Studies with buclizine [SOFTRAN] indicated 

< it to be a potent and versatile therapeutic 
agent with clear-cut tranquilizing proper- 
ties. It was found to be an effective ata- 
raxic agent for mild to moderate anxiety- 
tension states and mild senile agitation... 

¥ The absence of habituation and tolerance 
...Mmakes it of especial value. Additional 
properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activ- 
ity make buclizine [SOFTRAN] a valuable 
compound in this field. Settel, Edward, 
M.D. Buclizine, a New Tranquilizing Agent. 
J. Am. Geriatrics Soc. 7:67 (Jan.) 1959. 


Softran produced no undue 
drowsiness or other side effects 


In studies using buclizine [SOFTRAN] for 
patients with anxiety associated with infer- 
tility SOFTRAN was found to be an effec- 
tive tranquilizer. In doses of 50 mg. twice 
daily, adequate effectiveness was obtained 
without undue drowsiness or other notice- 
able side effects. Schultz, John M., M.D., 
Miami, Florida. (personal communication) 


Softran is a superior tranquilizer 

in disturbed menopausal patients 

We have been using buclizine hydrochlo- 
ride [SOFTRAN] for six months on over 200 
patients, both obstetrical and gynecolog- 
ical. We have found it to be a very superior 
tranquilizer in those patients who are at 
the menopause age and require adjuvant 
therapy to ordinary hormone replacement 
... It has been universally well tolerated... 
We can unhesitatingly recommend it for 
use in such cases. Rutherford, R. N., M.D. 
For the “Tranquil” Menopause. (Editorial) 
West J. Surg. 66:312, (Sept.-Oct.) 1958. 


from clinical 
and experimenta! 
studies with 


Softran 
Softran often reduces hypertension 
r It is particularly noteworthy that systolic 


blood pressure is often reduced in patients 
with essential hypertension. Diminution of 
psychic stress factors is apparently respon- 
sible for this hypotensive effect. Settel, 

1 Edward, M. D. Buclizine, a New Tranquil- 
izing Agent. J. Am. Geriatrics Soc. 7:67 
Gan.) 1959. 


Softran relieved anxiety symptoms 
associated with infertility 


Buclizine [SOFTRAN] and placebo were 
employed in a double blind study con- 
ducted with patients having anxiety symp- 
toms associated with infertility. Marked 
tranquilizing properties were observed 
with the buclizine-containing preparation 
({SOFTRAN]...The product was well toler- 
ated; side effects, such as drowsiness, 
were minimal. Olson, H. J., M.D., Peterson, 
J. E., Ph.D. and Tyler, E. T., M.D. The use 
of Tranquilizing Agents in Infertility. Obst. 
& Gyn. (accepted for publication) 
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RESIDENCIES AVAILABLE — IMME- 
960; program approved for three years; 
clinical and didactic instruction with 
close personal supervision covering hospital; day hos- 
pital; out patent; y ity an 
program under Kansas city genera 
inquiries Ro! H. Barnes, M 
as City Mental Health Foundation, 2206 
eCoy, Kansas City 8, Missouri. 


AVAILABLE IMMEDIATELY — UNTIL JULY 1, 1960 
medical assistant residency; one year approval; 218 bed 
general hospital*+ increasing to 310 by October 1; full 
maintenance and uniforms; monthly stipend $250. Law- 

rence and Memorial Hospitals, New London, Connecti- 
cut. Hilliard Spitz, MD, Chairman, Committee on Bes; 
ents. 


WANTED ns vig RESIDENT — FOR 300 BED 
general hospital*+ to begin immediately; service bein 
for accreditation; particulars will be 

uest; personal in ew desirable. Wilm 
General Hospital, Chestnut at Broom Street, Wilm = 
ton, Delaware. 


PATHOLOGY RESIDENCY — AVAILABLE IMMEDI- 
ately two year approval in pathologic anatomy and clin- 
ical pathology; 300 bed general hospital*+ approved 
school of medical technology inquire: 8. E. Moolten, 
MD, Chairman of Pathology Middlesex General Hos- 
pital, New Bruswick, New Jersey. D 


INTERNS WITH EXPERIENCE WANTED 150 BEDS; 
modern progressive; general voluntary hospitals; sur- 
gery is particularly active; maintenance plus le 
monthly; no exchange visitors. Adelphi Hospital, 50 
Greene Ave., Brooklyn 38, N. Y. D 


FELLOWSHIP APPOINTMENT UROLOGY AVAIL- 
able immediately due to physical disability candidate 
peovigusly appointed; for further information write: 

r. Edgar Burns, Head, Department of Urology, Ochs- 
ner Foundation Hospital*+, New Orleans, La. D 


WANTED IMMEDIATELY—RESIDENT PHYSICIAN; 
railroad hospital; Indiana town of 15,000 population; 
good salary; applicant must be a graduate of United 
States class A medical school or he must be eligible for 
an Indiana state license. Apply Box 9603 D, % AMA, 


AVAILABLE IMMEDIATELY—UROLOGY RESIDEN- 
cy in fully approved three year program; stipend $210.00 
per month plus full maintenance; contact Director of 
Education, Huron Road Hospital* +, Cleveland 


INTERNIST FORMAL TRAINING REQUIRED—MID 
west location 20,000 population near large city; seven 
man group; complete x ray and laboratory facilities; 
accredited hospital compestions ; $12,000 per year to 
Start. Box 9618 D, % AMA. 


PEDIATRIC RESIDENCY—2 POSITIONS AVAILABLE 
in accredited hospital located in San Francisco; after 
July 1, 1959; ptoumate stipend and maintenance. Apply: 
Box 8122 D,’ % AMA 


PSYCHIATRY RESIDENCY ~— THREE YEAR AP- 
proved program in 1,250 bed Veterans Administration 
general hospital; southwest; closely affiliated with 
medical school; 400 bed psychiatric service with pre- 
dominantly acute patients; services include female psy- 
chiatric ward, neurology, consultations on medical and 
surgical patients; follow up clinic; mental hygiene clinic 
scheduled to open July, 1959; extensive reeearee facili- 
ties available; salary range $3,250 to $4,165; also 
available under career program; $6,505 to $9, 800, Box 
9389 D, % AMA. 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHI- 
atry; approved three year program; balanced clinical 
and didactic training including psychotherapy and 
somatic therapies, outpatient and child psychiatry; at 
VA, State and Menninger Hospitals; affiliated with 
Topeka Institute for Psychoanalysis; five year appoint- 
ments combining residency and staff experience for 
Board Eligibility available at staff salaries. Write: 
Registrar, Menninger School of Psychiatry, Topeka, 
Kansas. D 


RESIDENCY INTERNAL MEDICINE — APPROVED 
one year; VA hospital+; Los Angeles; affiliated with 3 
medical schools: quarters and maintenance ——- 
for unmarried residents ; a in S. F. Valley; 
miles from 3m tient service at 
UCLA; successful of year will make resi- 
dent eligible for acceptance by VA center; Los Angeles, 
for remainder residency requirements. Write: Coreen, 


VA Hospital, Sepulveda, California. 
AVAILABLE SEPTEMBER 1, 1959; APPROVED RO- 
tating internship; general hospital* +; 25% clinie beds; 


emergency room and OPD medi- 
cine; surgery; gynecology ; pediatrics; obstetries; emer- 
gency; hospital has cardiac; isotope; EEG labs; 
approved residencies medicine; surgery 4 years; cardio- 
vascular disease; intern stipend $225 month; room; 
board; laundry: uniforms. Write: Director Medical 
Training, St. Mary's Hospital, Cincinnati 14, Ohio. D 


diately a 1960; gram approved for three years; 

elinieal and didactic instruction with 
rvision covering hospital; day hos- 
psychosomatic; communi and 
child guidance areas; program under Kansas City gen- 
eral hospitals*+. Address ee Robert H. Barnes, 
MD, Greater Kansas City Mental Health Foundation, 
2206 McCoy, Kansas City 8, Missouri. D 


RADIOLOGY RESIDENCY AVAILABLE 705 BED 
general hospital*+; midwest; complete resident train- 
ing for American Board of Radiology; large new de- 
partment including therapy and isotope divisions; 
complete teaching facilities; staffed with three Board 
Certified radiologists and six residents; 39,145 exami- 
nations, and 2,142 therapy patients treated last year; 
goo9 private housing facilities available; stipends from 
325 to $400 per month. Apply: Box 8258 D, % AMA. 


40,000 visits annually; 


RADIOLOGY RESIDENCY—THREE YEAR APPROVED 
rogram in 1,300 bed general hospital+, affiliated with 
aylor University College of Medicine, Texas Medical 

Center, complete training in diagnosis, therapy includ- 
ing supervoltage, and radioisotopes; must be_ U. 

citizens or graduates of U. S. or Canadian Medical 
Schools. Manager, Veterans Administration Hospital, 
Houston, Texas. D 
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] 0D Please send me complete details on hand tallies, 


Blood Counts 
are quick and easy 
with 


Veeder-Root 


Hand Tallies 


The slightest finger pressure adds each 
count — re-setting just means turning 
one knob back to zero. Only one hand 
needed to operate a Veeder-Root Hand 
Tally — the other is free for any number 
of do-it-at-the-same-time tasks such as 
adjusting the microscope, holding a slide, 
using the telephone. 

Technicians in hospitals and labs 
everywhere have learned to count on 
Veeder-Root Hand Tallies. Red and 
white counts and differentials are easier, 
faster, simpler than ever. If you can’t get 
one from your Medical Supply House, 
use the coupon below. 


Veeder-Root 
“THE NAME THAT COUNTS” 


| ® VEEDER-ROOT, INCORPORATED JA 
Hartford 2, Connecticut 


| 0) Please send me ...... hand tallies ot $9.60 


each. My () check [) money order for ...... is 
enclosed. 
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for your 
: G.U. 
patients 


43 brand of nitrofurantoin 


“NEGLIGIBLE 
/DEVELOPMEN 
OF BACTERIA 
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FREEDOM FROM PAIN AND INFECTION 


“Nitrofurantoin [FURADANTIN] was effec- 
tive clinically, with a pronounced im- 
provement, indicated by the appearance 
of the urine as well as by verbal commen- 
dation by the patient, within 24 to 36 
hours. . . . Some of these patients with 


seemingly impossible cases were cured of 


their infection.” 1 

“During the initial week of therapy, when 
the dose of nitrofurantoin was 100 mg. 
four times a day, the urine became free of 
pus and bacteria. Symptoms of urinary 
frequency, urgency, and dysuria were re- 
lieved.”’? 


from pain, infection and certain drug-induced complications 


RELATIVE FREEDOM FROM 
DRUG-INDUCED COMPLICATIONS 


No significant development of 
bacterial resistance in over 7 years. 

@ No irreversible toxic effects on 
kidneys, liver, blood-forming organs or 
central nervous system ever reported. 
No monilial superinfection or 
staphylococcic enteritis ever reported. 


w Nofatalities from FuRADANTIN therapy; 
the margin of safety is 90 to 1. 

Ina series of 49 patients,“the drug was 
given continuously and safely for as 
long as three years”’.? 


“FURADANTIN has characteristics that make it a valuable drug for long-term admin- 
istration to control urinary tract infection. These include its [relative] lack of toxicity, 
wide range of antibacterial effectiveness, and reduced tendency to induce develop- 


ment of bacterial resistance to the drug.” 


AVERAGE FURADANTIN ADULT DOSAGE: One 100 mg. tablet q.id. taken with meals and at bedtime 
with food or milk. Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: 1. Stewart, B. L., and Rowe, H. J.: J. Am. M. Ass. 160:1221, 1956. 2. Lippman, R. W., et al.: 
J. Urol., Balt. 80:77, 1958. 3. Marshall, M., Jr., and Johnson, S. H., III: J. Am. M. Ass. 169:919, 1959. 


NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides onl J, 


EATON LABORATORIES, NORWICH, NEW YORK 
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A potent, low-dose antihistamine 
for allergic patients who must 
remain active and alert! 


brand of diphenylpyraline hydrochloride 


Spansule’ 5 mg. 


brand of sustained release capsules 


andlablets 2 mg. 


A DV A NTAG ES * 1. Often works where certain other antihistamines have failed. 


2. Minimal incidence of side effects. 

3. All-day, all-night protection with a single ‘Spansule’ 
capsule q12h. 

Smith Kline & French Laboratories, Philadelphia 


SMITH 
KLINE & 
FRENCH 
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tsi mi @ patients more éffectively... 


22 were successfully 
treated with Decadron” 


i : i : 1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
; ! ; 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 
DECADRON is a trademark of Merck & Co., Inc. 
Additional information on DECADRON is available to physicians on request. 


Merck Sharp & Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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_AN TIBIOTIC/ANTIFUNGAL EAR DROPS” 


3s mg. neomycin (from sulfate) @nd 90 mg. sodium propionate pe, 
G.W.; Diffuse and Tis Postgrad. tNov.), 1957. 


15 cc. bottles. 


NEw JERSEY 
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; affiliation with medi- 
cal schools of universities of lowa and Nebraska ; 
aries $10,200 to $12,300. Pew 


APPROVED RESIDENCIES PULMO- 
_700- -bed county hospital near New 


‘whe one-year approved in- 
ternshi 4 will be end 


Pines County Hospital+ +, 
CAREER SPECIAL 


ANESTHESIOLOGY 
residency available jointly with University: of Jowa 


with background up to maximum of $9. 800; 
hospital with multiple approved services ; 


TWO YEAR GENERAL PRACTICE RESIDENCY; 
excellent training facilities ; 


bed general hospital + ; 
' United States citizenship required; 


, Santa Rosa, California. 


WANTED 
tal*+ two junior assistant residents for fully accredited 
four year surgical program with rotation through surgi- 
cal specialties; applicants from approved medical schools 
besinning $2,400, to $3,600 
or fourth year; full maintenance. Apply: Box 9480 D, 
% AMA, 


RESIDENC 1ES—INTERNAL MEDICINE; 1,300 BED 
hospital+; 3 year; Baylor University College of Medi- 
cine affiliation; includes all subspecialties under super- 
vision of Board Certified specialists; $3,250 to $4,945; 
must be graduate of U. 8. or Canadian meron school ; 
available for 1960. H, nett, MD, 

eterans Administration Hospital, Houston, sTexed. D 

RESIDENCIES IN PSYCHIATRY PRIVATE 

mental hospital; approved for one year; has openings 

for graduates of approved schools for third, fourth and 
fifth years of residency with salary range of $6,100 to 
$7, 300; maintenance or house available at very low 

y: Dr. J. Butler Tompkins, Brattleboro Re- 
“Brattleboro, Vermont. D 


INTERNAL MEDICINE NOW AVAIL- 
able; approved 3 year program; general 
25% clinic beds; 40,000 visits annually 
room and opd; hospital has cardiopulmonary ; 
EEG labs; stipend Ist year $275 month; room: 
uniforms; laundry. Write: Director, 
St. Mary’s Hospital, Cincinnati 14, 


cost. 
treat, 
RESIDENCY 


emergency 


Ohio. 
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ciate Director, School of Nursing, St. 


ton, 


FOR JULY 18T FOR SOUTHERN HOSPI- | 


hospital* + ; 


isotope ; 
board ; 
Medical 
) 


J.A.M.A., Aug. 8, 1959 


300KS RECEIVE! 


Books received by Tur JourNA are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JouRNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association, 


History and Trends of Professional Nursing. By 
Deborah MacLurg Jensen, R.N., B.S., M.A., Asso- 
Louis City 
Hospital, St. Louis. With unit on legal aspects of 
nursing by John F. Spalding, LL.B. Revised by 
Elwyn L. Cady, Jr., LL.B., B.S.Med. Fourth edi- 
tion. Cloth. $5.25. Pp. 610. C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3; Henry Kimp- 
134 Great Portland St., London, W. 1, Eng- 
land, 1959. 


Transplantation of Tissues: Skin, Corea, Fat, 
Nerves, Teeth, Blood Vessels, Endocrine Glands, 
Organs, Peritoneum, Cancer Cells. Volume II. Ed- 
ited by Lyndon A. Peer, M.D., Clinical and Re- 
search Director, Rehabilitation Center for Plastic 
and Reconstructive Surgery, Saint Barnabas Medi- 
cal Center, Newark, N.J. With twelve contribu- 
tors. Cloth. $20. Pp. 690, with 252 illustrations. 
Williams & Wilkins Company, 428 E. Preston St., 
Baltimore 2, 1959. 


Intracranial Calcification. By Fermo Mascherpa, 
Chief of X-ray Department, Milan Neurological 
Institute, Milan, Italy, and Vincenzo Valentino, 
Radiologist of Institute of Semeiological Medicine, 
Naples University, Naples, Italy. Cloth. $9.50. Pp. 
150, with illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 


Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1959. 


Human Relations in Nursing: A Textbook in 
Sociology. By Wayland J]. Hayes, Ph.D., Professor 
of Sociology, Vanderbilt University, Nashville, and 
Rena Gazaway, R.N., B.S., P.H.N., Assistant Pro- 
fessor of Nursing and Health, University of Cincin- 
nati, Cincinnati. Second edition. Cloth. $5.25. Pp. 
486, with 12 illustrations. W. B. Saunders Com- 
pany, 218 W. Washington Sq., Philadelphia 5; 7 
Grape St., Shaftesbury Ave., London, W. C. 2, 
England, 1959. 


Clinical Orthopaedics. Number 13: Spring, 1959. 
Anthony F. DePalma, editor-in-chief. With assist- 
ance of associate editors, Board of Advisory Edi- 
tors, and Board of Corresponding Editors, Cloth. 
$7.50. Pp. 393, with illustrations. J. B. Lippincott 
Company, E. Washington Sq., Philadelphia 5; 
4865 Western Ave., Montreal 6, Canada; Pitman 
Medical Publishing Company, Ltd., 39 Parker St., 
London, W. C. 2, England, 1959. 


Medicinal Chemistry. Volume IV: A Series of 
Reviews Prepared under the Auspices of the Divi- 


sion of Medicinal Chemistry of the American 
Chemical Society. By Wilbur J. Doran. Editors: 
F. F. Blicke and R. H. Cox. Associate editor: L. A. 
Woods, Assistant editor: Harriet Geer. Cloth. $12. 
Pp. 334. John Wiley & Sons, Inc., 440 Fourth 
Ave., New York 16; Chapman & Hall, Ltd., 37-39 
Essex St., Strand, London, W. C. 2, England, 1959. 


Chirurgie der Wirbelsiule und des Riicken- 
marks. Von Dr. Felix Jaeger, Professor der Chi- 
rurgie an der Universitit Mainz. Mit einem Beitrag: 
Die Chirurgie der Wirbeltuberkulose, von Dr. Josef 
Kastert. Cloth. 59 marks; $14.05. Pp. 190, with 
169 illustrations. Georg Thieme Verlag, Herdweg 
63, (14a) Stuttgart, West Germany; [Interconti- 
nental Medical Book Corporation, 381 Fourth Ave., 
New York 16], 1959. 


Psychiatrische und Nervenklinik: Krankenvor- 
stellungen. Von Kurt Kolle, 0.6. Professor fiir Psy- 
chiatrie und Neurologie, und Vorstand der Nerven- 
klinik der Ludwig-Maximillians-Universitit Miin- 
chen. Paper. 19.80 marks; $4.70. Pp. 252. Georg 
Thieme Verlag, Herdweg 63, (14a) Stuttgart, 
West Germany; [Intercontinental Medical Book 
Corporation, 381 Fourth Ave., New York 16], 
1959. 


[Pulmonary Cancer: Clinical Diagnosis and Ther- 
apy. By Fedor G. Uglov. In Russian.] Cloth. Pp. 
358, with 186 illustrations. Government Institute 
of Medical Literature, Leningrad, Russia, 1958. 
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Quality and demonstrated dependability 
for over three-quarters of a century... 
consistently and universally recognized... 
the prestige of Phillips’ Milk of Magnesia 
may be measured by the confidence 
placed in it by those who prescribe it... 
We will be happy to send you, the medical profession. 

upon request, a supply of Mint 

Flavored Phillips’ Milk of 

Magnesia for your evaluation. 


PREPARED ONLY BY THE CHAS. H. PHILLIPS CO., DIVISION OF STERLING DRUG INC., DEPT. A-89, 1450 BROADWAY, NEW YORK 18, N.Y. 
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J.A.M.A., Aug. 8, 1959 


wherever 


new 4 mg. 
PoLARAMINE’ 


dextro-chiorpheniramine maleate 


REPETABS’ 


for prophylaxis and relief 
of allergic reactions 


whl 
Symbol of 
the one-dose 
convenience 
. you want for 
patient 


81897, 


“In cur experience, this synergistic tat-steroid — 


combination is more effective then either Car or 
SCHERING CORPORATION 


hydrocort/sone) alone.” Wala, Ad, and Ede, Ms” Bloomfield, New Jersey —£N-1488-9 
A. 196188, 1958, 


0.5% wydrocortisone & 5% Special Cosi Ter 
Greaseless, stainless, hydrophilic, vanighing bace. 
Cream: 7am. & Lov. tubes, Lotion: Plaxtie settles, on. 


NOW AVAILABLE... 


Vietually telegrapha 
medreation to the skin. ff 


‘Special Coat Tar Extract 6%, 


Hydrocortisone 0.5%, and : 
piled: Spray container,06Gm. : 


“How dare you say I haven't got ulcers! 
I've already spread the word.” 


REED & CARNRICK 
Kentiworth, New Jersey 
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‘...A FUNDAMENTALLY NEW THERAPEUTIC APPROACH...” 


Representing the achievement of a long-sought therapeutic goal, GRIFULVIN is the first 
oral antifungal agent that is effective in many common superficial fungous diseases:'* 


® 


Griseofulvin 


Tinea corporis usually clears in 2 to 4 weeks; itching stops in 3 to 5 days. 

Tinea pedis usually requires 3 to 6 weeks to clear. 

@ Tinea capitis usually improves in 2 to 3 weeks. 

Onychomycosis takes 3 to 4 months to clear, but new normal nail growth is seen earlier. 


H Oral GriruLvin appears to have a very low level of toxicity...no evidence of damage 


to liver or kidneys. 


STRIKING CLINICAL RESULTS IN FUNGOUS INFECTION OF THE SKIN, HAIR, AND NAILS 
In two clinical studies'* comprising 41 patients, all dermatomycoses caused by any species 
of Trichophyton, Microsporum or Epidermophyton showed a uniformly favorable response 
to GRIFULVIN. Patients found rapid relief from itching; infected palms soon lost their 
hyperkeratosis; normal sweating, long absent, returned; normal growth replaced infected 
nails, and scalp lesions disappeared in two weeks. Subjective complaints by patients were 
few and mild. 

See professional literature for details of administration and dosage. 


Supplied ; 250 mg. scored, aquamarine tablets, imprinted McNEIL, bottles of 16. 


(1) Williams, D. I.; Marten, R. H., and Sarkany, I.: Lancet 2:1212 (Dec. 6) 1958. (2) Blank, H., and Roth, F J., Jr.: A.M.A. Arch, 
Dermat. 79:259, 1959. (3) Goldfarb, N., and Rosenthal, S, A.: Current M. Digest 26:99, 1959. (4) Wrong, N. M.: Canad. 
M. A. J. 80:656 (April 15) 1959. 


McNEIL] 


McNEIL LABORATORIES, INC > PHILADELPHIA 32, PA. 
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T. rubrum infection of 7 years’ duration, After 4 months of treatment with Grirutvin. Same patient after 6 months of treatment 
with Grirucvin, 


T, rubrum infection of 20 years’ duration. Before treatment. After 1 month of treatment with Grirucvin. 


M. canis infection of 6 months’ duration. Before treatment. Three months after therapy with Grirucvin. 


The patients shown above received Grirutvin brand of griseofulvin. Photographs by courtesy of Harvey Blank, M.D.; Miami, Fla. 


Pee DRAMATIC IMPROVEMENT IN TRADITIONALLY REFRACTORY RINGWORM INFECTIONS | 
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ACHROMYCIN OINTMENT 3% 
ACHROMYCIN OINTMENT 3% WITH HYDROCORTISONE 2% 


For infectious dermatoses. Unsurpassed broad-spec- For inflammatory dermatoses. Classic corticoid sup-— 
trum control of causative organisms and complicating pression of erythema, swelling, weeping, pruritus .. 

mixed invaders. Excellent local toleration; low sensitiz- plus ACHROMYCIN control of pyogenic or subclinical - « 
ing potential. In 4 oz. and 1-o0z. tubes. secondary infection. in 5 Gm. tube. 


Tetracycline Lederle a 


% 


0 Ly ACI Cyystaling 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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trol of grand mal and psychomotor seiz 


for the petit mal triad 


| adjustment: therapy 
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cae 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


ZACTIRIN will return many patients suffering from the pain of dysmenorrhea to normal physical 
activity. Its analgesic effect is equivalent to that of codeine, yet it is non-narcotic, hence has no 


addiction liability. Side-reactions are mild and low in incidence. 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of 
ethoheptazine citrate amd 325 mg. (5 grains) of acetylsalicylic acid. 


Philadelphia 1, Pa. 
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decisive therapy in a delicate matter 


Un CHLORIDE—brand of triclobisonium chloride. ROCHE® 


Uaginal (sream 


wide-spectrum microbicide 
antitrichomonal antibacterial + antimonilia} 


provides potent, wide-spectrum microbicidal action in vaginal infec- 
tions, including trichomoniasis, moniliasis and nonspecific vaginitis 


Effective—Cured or markedly improved—within 2-3 weeks—86 per cent of 250 patients with various 

types of vaginal infections." 

Broad spectrum—Pathogens included Trichomonas vaginalis, Candida albicans and Hemophilus 

g 
vaginalis, as well as certain other gram-negative and gram-positive organisms.'* 
Proven toleration —Closed- atch skin tests have proved Triburon nies the active ingredient of 
“Pp P 

Triburon Vaginal Cream, “. . . to be nonirritating . . . not sensitizing... 

Nonstaining, odorless Triburon Vaginal Cream is vee suited for use hailin regnancy, menstruation, 
as & pregnancy} 

for senile vaginitis with conjunctive therapy, for preoperative, postoperative and postpartum use, 

after cauterization, conization, and irradiation. 

Caution: Triburon is virtually nonsensitizing and non- 

irritating but if evidence of sensitization occurs, use 

of the cream should be discontinued. 

Supplied: 3-ounce tubes with 18 disposable applicators. 

Dosage: One applicatorful of Triburon Vaginal Cream PP 1. J.J. MeD 
4 eferences: cVonough an ulla, to pe 

should be introduced into the vagina every night for 2 fished, 2. on Sle, Réshe 3: 


weeks. If necessary, the course of therapy may be Rebinson and L, E. Harmon, Antibiotics Annual 1958: 
repeated, 1959, New York, Medical Encyclopedia, Inc., 1959. 


Composition: Triburon Vaginal Cream contains 0.1% 
concentration of Triburon in a white, hydrophilic 
cream base. 


ROCHE LABORATORIES [QSIB3) Division of Hoffmann-La Roche Inc * Nutley 10 « N. J. 
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ON THE SPOT TREATMENT 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Desenex attacks fungous infections caused by dermatophytes which 
affect the horny, keratinized layers of the skin. 

Athlete’s foot is a fungous infection of the skin involving the superficial 
layers that are not reached by the blood supply. A fungicidal agent, 
applied directly to these superficial fungous infections, brings the 
antifungal agent into intimate contact with the invading organism for 
a most effective method of treatment. 

Desenex, a combination of zinc undecylenate and undecylenic acid — 
an unsaturated fatty acid with an 11-carbon chain — has resulted in 
a high percentage of “clinical” cures . . . proved to be among the 
least irritating, and best tolerated of all potent fungicidal agents. 


® 
ointment & solution & powder SE EX 


Maltbie Laboratories Division / Wallace & Tiernan Incorporated, Belleville 9, N. J. 


PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-96 
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WANTED—ONE GENERAL PRACTICE RESIDENCY 
available immediately; 150 bed general hospital located 
in beautiful coastal community of 65,000; year round 
recreational activities; salary $600 per month; must be 
U. 8. citizen. Write to: Administrator, San Luis Obispo 
General Hospital, San Luis Obispo, California. D 


ONE YEAR APPROVED MEDICAL RESIDENCY 
available for American graduates 200 bed hospital asso- 
ciated with 31 man specialty group; good opportunity 
for outpatient service; salary $300 monthly plus housing. 
Write: Dr. L. E. Wold, Fargo Clinic, Fargo, North 
Dakota. D 


RESIDENT PHYSICIAN—118 BED GENERAL HOS- 
pital; $300 per month plus maintenance; must be grad- 
uate AMA approved school; general services; no Ex- 
‘dfn Visitors ; openings, October and February. Apply: 
istrator, ‘The Valley Hospital, Ridgewood, 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated an opening 
every 4 weeks. Address: og ck H. Van Bergen, MD, 
Director of Anesthesiol University of Minnesota 
Hospital, Minneapolis, D 


pital NG INTERNES. REPLY: GOUVERNEUR HOS- 


Medical Superintendent, 621 Water Street, nex 


2, New York, ORegon 3-6200. 


AVAILABLE — PATHOLOGY RESI- 
den ap for 2 years; California license re- 
quired; ' salary Ist year $350 mor & 


Kirshoaum Pathologist, San Count 


OBSTETRICS-GYNECOLOGY RESIDENCY — AP- 
poe first year training; 300 bed general hospital* +; 
arge clinic service; stipend $250 monthly and full 
maintenance. Write: Residency Committee, Memorial 
Hospital, Charleston, West Virginia. D 


FLORIDA ORTHOPEDIC 
por pe vad AMA approved for full trainin in adult 
and children’s orthopedics and. fractures; stipend first 
year residents $325 per month. ly: of Ortho- 
pedics, Orange Memorial Hospital, ando, Florida. D 


FIRST YEAR RADIOLOGY RESIDENCY—UNIVER- 
sity bospital*+; available immediately; unexpected 
vacancy; beginning full three year program. Apply: 
H. M. Stauffer, MD, Department of Radiology, Temple 
University Hospital, phitadelphia, Pennsylvania. D 


WANTED—SURGICAL RESIOENT; GOOD VOLUME 
general and bed hi hospital; eastern 
state; ve supoly all persona and ‘training 
details, eartiest ava availability rst letter; salary 
Box 9519 D. 


J.A.M.A., Aug. 8, 1959 
(Books Received Continued) 


Proceedings of the Tenth Annual Conference on 
the Nephrotic Syndrome. Edited by Jack Metcoft, 
M.D. Held at Bard Hall, College of Physicians and 
Surgeons, Columbia University, New York, N. Y., 
November 6-8, 1958. Sponsored by National Kid- 
ney Disease Foundation. Paper. Pp. 285, with 145 
illustrations. National Kidney Disease Foundation, 
143 E. 35th St., New York 16, 1959. 


Collected Papers of the Mayo Clinic and the 
Mayo Foundation. Volume 50: 1958. Editorial 
staff: Carl M. Gambill, A.B., M.D., M.P.H., and 
others. Compiled by George G. Stilwell, A.B., 
M.D. , Cloth. $13. Pp. 791, with illustrations. W. B. 

Cc 218 W. Washington Sq., 
Philedelphis 5; 7 Grape St., Shaftesbury Ave., 
London, W. C. 2, England, 1959. 


Textbook of Oral Surgery. Edited by Gustav O. 
Kruger, B.S., A.M., D.D.S., Professor of Oral Sur- 
gery, Georgetown University School of Dentistry, 
Washington, D.C. Cloth. $12.75. Pp. 573, with 
489 illustrations, including drawings by Biagio J. 
Melloni, C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3; Henry Kimpton, 134 Great 
Portland St., London, W.1, England, 1959. 


Long-Term Prognosis in Pul y Tub losi: 
Detected by Mass Radiography: A County-Wide 
Survey with Controls and a Comparison Between 
Two Mass Surveys with a Seven-Year Interval. 
By Ivar Kiillqvist. Acta tuberc. scandinav., supp. 
XLIV. Paper. Pp. 177, with 31 illustrations. Ejnar 
Munksgaard, 6 Ngrregade, Copenhagen, K, Den- 
mark, 1958. 


Survey of Clinical Pediatrics. By Lawrence B. 
Slobody, M.D., Professor of Pediatrics, New York 
Medical College, New York City. Third edition. 
Cloth. $11. Pp. 556, with illustrations. Blakiston 
Division, McGraw-Hill Book Company, Inc., 330 
W. 42nd St., New York 36; 95 Farringdon St., 
London, E.C. 4, England; 253 Spadina Rd., To- 
ronto 4, Canada, 1959, 


Haemolytic Disease of the Newborn Due to ABO 
Incompatibility: D and Path 
Significance of Incomplete ABO Antibody. ‘Survey 
by Georg Munk-Andersen. [Thesis, M.D., Univer- 
sity of Copenhagen, 1958.] Survey translated by 
Anna la Cour, née Claessen. Paper. Pp. 55. Vald. 
— Bogtrykkeri, Copenhagen, Denmark, 

959. 


Microbiology Yesterday and Today. Edited by 
Vernon Bryson. Symposium held in honor of seven- 
tieth birthday of Selman A. Waksman, Nobel 
Laureate and Professor Emeritus, Institute of Mi- 
crobiology, Rutgers University, June 5, 1958. 
Cloth. $4. Pp. 122, with illustrations. Institute of 
Microbioloyv, Rutgers University, New Brunswick, 
N.J., 195.. 


First Studies in Anatomy and Physiology. By 
John Cairney, D.Sc., M.D., F.R.A.C.S., Director- 
General of Health for Dominion of New Zealand, 
and John Cairney, B.Sc., M.B., Ch.B. Second edi- 
tion. Cloth. 30 shillings. Pp. 223, with 105 illus- 
trations. N. M. Peryer, Ltd., 145-147 Worcester 
St., Christchurch, C. 1, New Zealand, 1959. 


International Work in Bilharziasis, 1948-1958. 
Reprint from WHO Chronicle (1959, 1, 1-56). 
Paper. is.9d.; 30 cents; 1 Swiss franc. Pp. 58, with 
illustrations. World Health Organization, Palais 
des nations, Geneva, Switzerland; Columbia Uni- 
versity Press, International Documents Service, 
2960 Broadway, New York 27, 1959. 


Le risque opératoire en chirurgie bilio-pan- 
créatique: Analyse des complications graves tirées 
dune statistique de 1000 operations. Par Yves 
Salembier. Préface du Dr. Champeau, Paper. 2500 
francs. Pp. 259, with illustrations. Masson & Cie, 
120, boulevard Saint-Germain, Paris 6e, France, 
1959. 


ABC fiir Zuckerkranke: Ein Ratgeber fiir den 
Kranken. Von Prof. Dr. Ferdinand Bertram. Tenth 
edition. Paper. 4.20 marks; $1. Pp. 88, with 5 
illustrations. Georg Thieme Verlag, Herdweg 63, 
(14a) Stuttgart, West Germany; [Intercontinental 
Medical Book Corporation, 381 Fourth Ave., New 
York 16], 1959. 


Nursing Home Management. By Ralph C. Wil- 
liams, B.S., M.D., and others. Cloth. $8.50. Pp. 
230, with illustrations. F. W. Dodge Corporation, 
119 W. 40th St., New York 18, 1959. 


(Continued on page 238) 


(Continued on page 238) 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”? 

Rheumatoid Arthritis: In “A tota! of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


with 21.8 per cent showing minor im- 
provement....”2. Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”? Spondylitis: All patients 
“,..experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“,..8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


din 


(phenylbutazone ceicy) 


potent - nonhormonal - anti-inflammatory agent 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (pheny!- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone Geicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methyibro- 
mide, 1.25 mg. 


g ig 
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WILLIAM H. RORER, INC. 


Pharmaceutical Chemists 


MEMO 


Philadelphia 44, Pa. 


Flavored to please both adults and children, 
PAREPECTOLIN is a favorite prescription of 
Kaolin and Pectin + Paregoric in a stable, 
creamy-white suspension. 


Each fluidounce contains: 
Paregoric (equivalent).......... 1.0 drachm. 
Kaolin (specially purified). . 
Dose: Adults—1 or 2 tablespoonfuls, t.i.d. 
Children—1 or 2 teaspoonfuls, t.i.d. 
Offered: botties of 4 and 8 fluidounces. 


(Continued from page 236) 


PATHOLOGY RESIDENCY—TWO YEAR PROGRAM IN 

pathological anatomy; room, board, laundry and $300 
; graduate of AMA approved school pre- 
Saint Joseph's Hospital*+, Lancaster, 


THREE YEAR APPROVED RESIDENCY IN OBSTET- 
nec : for first 


bed 
irector of eevee Education, The Toledo 
Hosp! fal, Toledo 6, Ohio D 


PEDIATRIC RESIDENT WANTED—FIRST OR SEC- 
ond gears approved program; 335 bed 

$200 per month; plus maintenance. Apply: 

Exec utive Director, Duval Medical Center, Jacksonville: 


WANTED — APPROVED ROTATING INTERNSHIPS 
available for October, 1959; January and July, 1960. 
y: Director, South Baltimore General Hospital*+, 

1213 Light Street, Baltimore 30, Maryland. D 


WANTED—RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern men- 
tal hospital+; excellent teaching program; therapeutic; 
$5,280-$6,600. Box 9552 D, % AMA, 


rs Board approv 
cal *4 D, % AMA, 


WANTED — RESIDENT PHYSICIAN 
Brook Hospital, 507 Church St., 


pointment: EL 


practice two or three years then; if 


general hospitals +. residency of choice two or 


county ge neral 


SITUATIONS WANTED 


center. Box 8065 I, % AMA. 


partnership, Box 9607 I, % AMA. 


ed; midwestern medi- 


LOCUM TENENS WANTED 


AMERICAN GRADUATE WANTED FOR GENERAL 
desired; to take 
ree years; remuneration 

throughout entire period. Box 9612 “ So AMA. 


(Continued on page 244) 


FOR BOUND 
ound Brook, New 

Jersey; JC accredited hospital. Call or write for ap- 
6-1400. D 


RADIOLOGIST — CERTIFIED; 15 YEARS TUMOR 
clinic; extensive radium experience; isotopes; Oak Ridge 
training; both diagnostic and therapeutic; severa] pub- 
lications on cancer; prefers practice in therapy or cancer 


OBSTETRICIAN GYNECOLOGIST — 32, MARRIED; 
board eligible; trained in large city county teaching 
hospital; chief resident instructor; no military obliga- 


tion; desires location: preferable Illinois; group or 


J.A.M.A., Aug. 8, 1959 
(Books Received Continued) 


The Viruses: Biochemical, Biological, and Bio- 
physical Properties. [In 3 volumes.] Volume 3: 
Animal Viruses. Edited by F. M. Burnet and W. M. 
Stanley. Cloth. $12. Pp. 428, with illustrations. 
Academic Press, Inc., 111 Fifth Ave., New York 3; 
Academic Press Inc. (London) Ltd., 40 Pall Mall, 
London, S. W. 1, England, 1959. 


The Mast Gells. By James F. Riley, M.B., Ch.B., 
M.D. Foreword by Sir Henry Dale, O.M., G.B.E., 
F.R.C.P. Cloth. $6.75. Pp. 182, with 65 illustra- 
tions. Williams & Wilkins Company, 428 E. Pres- 
ton St., Baltimore 2; E. & S. Livingstone, Ltd., 
16 & 17 Teviot Pl., Edinburgh 1, Scotland, 1959. 


Notable Names in Medicine and Surgery. By 
Hamilton Bailey, F.R.C.S., F.A.C.S., F.R.S., and 
W. J. Bishop, F.L.A. Third edition. Cloth. 35 
shillings. Pp. 216, with 241 illustrations. H. K. 
Lewis & Co., Ltd., P.O. Box 66, 136 Gower St., 
London, W.C. 1, England, 1959. 


Synopsis of Treatment of Anorectal Diseases. By 
Stuart T. Ross, M.D., F.A.C.S., F.I.C.S. Cloth. 
$6.50. Pp. 240, with 79 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3; 
Henry Kimpton, 134 Great Portland St., London, 
W. 1, England, 1959. 


Outline of Histology. By Margaret M. Hoskins, 
Ph.D., and Gerrit Bevelander, Ph.D. Fourth edi- 
tion. Paper. $4.75. Pp. 112, with illustrations. C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3; Henry Kimpton, 134 Great Portland St., 
London, W. 1, England, 1959. 


Die mitogenetische Strahlung, ihre physikalisch- 
che Grundl und ihre Anwendung in 
Biologie und Medizin. Von A. G. Gurwitsch und 
L. D. Gurwitsch. Half cloth. 27.65 marks. Pp. 308, 
with 50 illustrations. VEB Gustav Fischer Verlag, 
Villengang 2, Jena, East Germany, 1959. 


Mental Health Manpower Trends. By George W. 
Albee. Joint Commission on Mental Illness and 
Health monograph series no. 3. Report to Staff 
Director, Jack R. Ewalt. Cloth. $6.75. Pp. 361, 
with 58 illustrations. Basic Books, Inc., 59 Fourth 
Ave., New York 3, 1959. 


A Manual of Bandaging, Strapping and Splint- 
ing. By Augustus Thorndike, M.D., F.A.C.S., Lec- 
turer on Surgery, Harvard Medical School, Boston. 
Third edition. Cloth. $2.75. Pp. 153, with 125 
illustrations, Lea & Febiger, Washington Sq., 
Philadelphia 6, 1959. 


Elektrophysiologie des Gesichtssinns: Theorie 
und Praxis der Elektroretinographie. Von Wolf 
Miiller-Limmroth. Paper. 59 marks. Pp. 331, with 
94 illustrations. Springer-Verlag, Heidelberger 
Platz 3, (1) Berlin-Wilmersdorf (West-Berlin), 
Germany, 1959. 

P. in H ay. Volume II. Edited by 
Le a M. Neca M.D. With 19 contributors. 
Cloth. $9.75. Pp. 290, with illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16; 
15/16 Queen St., Mayfair, London, W. 1, Eng- 
land, 1959. 


A Manual of Psychiatry. By K. R. Stallworthy, 
M.B., Ch.B. With foreword by Theo. G. Gray, 
C.M.G., M.B., Ch.B. Fourth edition. Cloth. 30 
shillings Pp. 365. N. M. Peryer, Ltd., 145-147 
Worcester St., Christchurch, C.1., New Zealand, 
1959. 


Allergie und allergische Erkrankungen. Band I, 
allgemeiner Teil. Unter Mitarbeit von R. Back- 
hausz et al. Herausgegeben von E. Rajka. Cloth. 
Pp. 638, with 74 illustrations. Akadémiai Kiadé, 
Alkotmany u. 21, Budapest, V, Hungary, 1959. 


Principles of Radiati D try. By G. N. 
Whyte. Cloth. $7. Pp. 124, with illustrations. John 
Wiley & Sons, Inc., 440 Fourth Ave., New York 
16; Chapman & Hall, Ltd., 37-39 Essex St., Strand, 
London, W. C. 2, England, 1959. 


Shakesp and Medici By R. R. Simpson, 
M.B., Ch.B., F.R.C.S. Boards. $6. Pp. 267, with 
illustrations. Williams & Wilkins Company, 428 E. 
Preston St., Baltimore 2; E & S Livingstone, Ltd., 


16 & 17 Teviot Pl., Edinburgh 1, Scotland, 1959. 


Adénomectomie d étrale de l’adé 
prostatique et traitement du cancer de la prostate. 
Par Raymond Denis. Paper. 2500 francs. Pp. 194, 
with 100 illustrations. Masson & Cie, 120, boule- 


vard Saint-Germain, Paris 6e, France, 1959. 
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IN CHRONIC BRONCHITIS, 
ASTHMA AND EMPHYSEMA 


Choledyl helps the air-choked pa- 
tient breathe again. Choledy! may be 
effective where other xanthine prep- 
arations fail, because its greater sol- 
; ubility promotes absorption and 
builds higher blood levels with less 
CHOKED gastrointestinal irritation than may 
a be associated with aminophylline. 
WITH Choledy! allows intensive, effective, 
day-by-day medication .. . is well 
tolerated even on prolonged admin- 
istration. After Choledyl has been 
given for two weeks, there is usually 
a marked reduction in wheezing and 
coughing — and breathing becomes 

easier. 


CHOLEDYL 


(brand of oxtriphyliine) 


betters 

breathing ... 
forestalls 

the 


crisis MORRIS PLAINS. 


“severe decubitus 
ulcers...healed 


*.,.a paraplegic had severe decubitus ulcers 
[which had been resistant to previous treatment]. 
With Panarit ointment...the sacral decubitus 
ulcer was healed and there was marked improve- 
ment in the condition of the hip....No surgical 
intervention was necessary.” —Burke, J. F., and 
Golden, T.: Am. J. Surg. 95:828, 1958. 


panafil 
topical enzyme 
therapy 


@ economical for hospital and patient Mount Vernon, N. Y. 

@ well tolerated and convenient for outpatient use 

Panarit ointment (papain—urea—water-soluble chlorophyll derivatives). For complete information see your Physicians’ Desk Reference. 
33089 


@ effective wound cleansing and healing Kistan 
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J.A.M.A., Aug. 8, 1959 


Cute scene on Broadway when a hep character 
started to cross the street, then pulled himself 
back with a jolt as he almost collided with a fast- 
moving foreign sports car. 

“Better watch your step, fella!” he shouted. “You 
almost ran under me!” 

This one from School Activities tells about the 
sixth grade leader of a grammar school orchestra 
getting ready for its first concert. 

After wearing himself and the rest of the musi- 
cians down to a frazzle, he finally got the piece 
through to his satisfaction. 

“That's swell, kids,” he beamed graciously. “You 
all played that perfectly.” 

At this, the first violinist nudged the cellist. 

“Jeepers,” he said morosely, “I still have two pages 
to go!” 

e 

Overheard at a downtown oyster, bar: 

“Miss, these oysters are mighty small—and they 
don’t look fresh, either.” 

“Well, if they aren’t fresh, you ought to be glad 
they are small.” 

A pilot of our acquaintance, who flew in China 
during the early days of World War II, told of a 
pep talk the commanding officer of his outfit gave 
on the eve of an upcoming bombing raid. 

“Men,” said the C. O., “this is the toughest job 
we've ever tackled. Our planes are shot and there’s 
a bad storm coming up. We take off at six sharp 
and we'll be lucky if one out of five gets back alive. 
Now, don’t forget—six o'clock sharp. And if any 
man here is even 30 seconds late—he doesn’t get 
to go!” 

e 
We know a cute young couple who just got mar- 
ried. It’s just as well—they couldn't get along any- 
way. 

A near-accident has recently been reported in a 
Texas paper. 

It seems that the wife of a prominent oil man 
lost control of her car and smashed into 10 other 
cars before she pulled herself together. She was 
lucky though—it all happened in her own garage. 


by E. K. H. 


“Officer,” declared the man under questioning 
after being picked up while wandering aimlessly 
along a street late one night, “if I had an explana- 


tion, I'd have gone home to my wife.” 


We were just told about a new kind of shock 
treatment invented by a Beverly Hills psychiatrist 
for his patients. 

He sends them the bill in advance. 

e 

From Purdue University comes the story of a 
young engineering student complaining to his new 
roommate about the careless way his suitcases had 
been handled by the railroad company. 

“Look at them,” he said, pointing angrily to the 
scratched and battered pieces of leather. “Isn’t it a 
crime?” 

“You think that’s bad?” grumbled the other. “I 
thought I would outsmart them for once and 
labeled each case ‘CARE—BREAKABLE—CHINA, 
and what do you suppose happened? They shipped 
the whole lot off to Shanghai!” 


——! | 


“But, Mrs. Hines, your husband isn’t ready to go home yet.” 
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burns,ulcers 

and 

wounds... 


*In “burns, ulcers and sloughing wounds... 
a decrease in purulent material, cleaner 
granulation tissue and an increased rate of 
epithelization...[PANAFit] proved to be a 
successful chemical débriding agent...no 
effect on viable tissue, and the complica- 
tions were relatively few in number and were 
never serious.” —Katz, R. |.; Reese, J. W., and 
Byrne, J. J.: Am. J. Surg. 95:102, 1958. 


Mount Vernon, N.Y. 


panafil topical 
enzyme therapy 


@ effective wound cleansing and healing 
@ well tolerated and convenient for outpatient use 
@ economical for hospital and patient 


Panarit ointment (papain — urea — water-soluble chlorophyll derivatives) +» For complete information see your Physicians’ Desk Reference 
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Record of patient with congestive failure, treated at a leading 


Philadelphia hospital, Photos used with permission of the patient. 


marked pitting edema 


cleared days 
with Esidrix 


Milligram-for-milligram, Esidrix provides the highest 
fluid vields, lowest blood-pressure levels yet achieved 
with oral diuretic-antihypertensive therapy. 


Indicated in: 

congestive heart failure 
hypertension 

hypertensive vascular disease 
premenstrual edema 


toxemia of pregnancy 


DOSAGE: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single 


edema of pregnancy dose may be given in the morning or 

steroid-induced edema tablets may be administered 2 or 3 times 
a day. 

nephrosis supPLIED: Tablets, 25 mg. (pink, scored); 

nephritis bottles of 100 and 1000. Tablets, 50 mg. 


(yellow, scored); bottles of 100 and 1000. 


- I B A SUMMIT, N. J. 


Serpasil 


(reserpine CIBA) 


e for the anxious hypertensive 
with or without tachycardia 


2/2706MK 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4-+-) of pretibial 
and ankle areas. Admission diagnosis: 
hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient L.S. 
Date 3/4 


he 
Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1-++ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


3/10 3/11 


Urinary 
Output (mi) 


Weight (ibs.) 139 


Esidrix. Dosage 
(mg./ doy) 0 


(hydrochlorothiazide CIBA) 


« relieves edema in certain patients refractory to other diuretics’ 
at least 10 times more active than chlorothiazide, provides the same 
therapeutic benefits with but 1/10 the dosage—or even less 

is exceptionally well-tolerated... minimizes the likelihood of 
electrolyte imbalance 


. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959. 
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Ome cHemicals ™ 


Stops the Flame of Skin Inflammation .. . 


A MODERN unre SOLUTION used all over the world 
.++for contact dermatitis due to alkalis, chemicals, oils, 
soaps, plastics, etc. Also in powder packets. 


(Continued from page 238) 


GENERAL SURGEON BOARD CERTIFIED COM- 
pleted residency in 1956 age 33; married; 3 children; 
desires permanent location; military obligation ful- 
filled; Hlinois license; prefers association with a group. 
Box 9610 1, AMA 


WANTED-—-AN APPROVED 
thalmolog by one who has compased the 
course; please write direetly to: ». Foohey 
146 Jefferson St., Hartford, 


ROENTGENOLOGIST—CERTIFIED BY THE AMERI- 
can board of radiology; 8 years experience desires to 
serve small hospitals east or south; south preferred. 
Box 9605 1, % AMA. 


ANESTILESIOLOGIST-F.A.C.A.; FORMER INSTRUC- 
tor; Heensed in Connectiowt; seeks position in Conn, 
or in metropolitan New York city where license in is 
not required, Write; Box 9608 1, % AMA. 


ANESTHESIOLOGISTS — COMPLETED PART 1 OF 
boards; two years in private practi n mid west; de- 
sires to relocate in Penn N. Y, Se England; married; 
army veteran. Box 9615 i, % AMA 


INTERNIST GASTROENTEROLOGIST MAYO AND 
University trained—Experience includes gastroscop 
bone marrow and peripheral vascular diseases ; fermerty 
medical school faculty; desires position as internist 
or director of professional services of 

arge teaching hospital. Box 9575 1, % AMA. 


RESIDENCY IN OPH- 
Lancaster 

MD, 
Conn I 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. I 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, ete.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Med- 

ical Agency, 55 E. Washington, Chicago. I 


EENT SURGEON — BOARD ELIGIBLE; AGE 45 
years; wishes to relocate; interested in teaching; can do 
eye surgery and Maxillofacial; Maryland license; re- 
muneration secondary. Box 9481 I, % AMA. 


PATHOLOGIST—BOARD CERTIFIED; EARLY 40's; 
desires relocation in active, progressive 150-200 bed 
hospital; Ohio, Pennsylvania or New England, Box 
9590 1, % AMA. 


PROFESSIONAL AND TECHNICAL AIDES 


WELL TRAINED LAB TECHNICIAN; DOWN TO 
earth hospital supt or administrator; floor duty and 
charge nurses; 50 bed hospital central Florida. Write 
Credentials and Minimal acceptable salary; Director: 
Osceola Hospital, Kissinimmee, Florida. L 


J.A.M.A., Aug. 8, 1959 


MEDICAL TECHNICIANS — GENERAL MEDICAL 
technicians; male, for employment with the Federal 
Government; requirements, under 38 years of age, . 
citizen; knowledge of x-ray and laboratory procedures ; 
military obligation completed; willing to serve overseas ; 
beginning salary, $4,490 per annum; additional allow- 
ance when assigned overseas; request initial reply in- 
clude personal, professional, and military background; 
personal interview will be arranged for those who are 
accepted. Box 8289 L, % AMA. 


PRACTICES FOR SALE 


CALIFORNIA—FOR IMMEDIATE SALE; GENERAL 
practice; completely equipped office; will finance; lease 
available; doctor suffered sudden illness; practiced in 
community 35 years; new local hospital facilities ; ideal 
growing community; 48 miles north of San Francisco. 

yrite: Mrs. Allen’ K. McGrath, Box Sonoma, 
California. P 


FLORIDA — 
dermatological practice with a pemmindy 
office in Sarasota, Florida. P. O. Box 3 


IOWA—FOR SALE; EYE, EAR, NOSE AND THROAT 
practice ; specialty for 39 years; no real estate; cost about 
36,000; to retire; will sell for $900 cash. S. G. Hands, 
MD, 910 First National Bldg., Davenport, Lowa. - 


ey RI—GENERAL PRACTICE FOR SALE 
to dissolution of partnership; 1958 gross $47, 000; new 
34 bed county hospital in town in scenic Ozarks; popu- 
lation 2,000, shopping center for 10,000; equipment 
and practice for one-half of investment in equipment 
alone; can be handled with no down payment. Box 
9595 P, % AMA 


NEW JERSEY—DOCTORS RESIDENCE; EXCELLENT 
address; contains 4 apartments and 6 professional 
suites ; completely air conditioned; off street parking; 
near modern 400 bed hospital; 25 miles from New York 
City; suitab'e for medical group or clinic; will rent 
Peg or without option to purchase, Box 9560 P, % 


WELL ESTABLISHED 


FOR SALE; 


DUE 


NEW YORK—CUTCHOGUE, LONG ISLAND, FULLY 
equipped air conditioned home-office combination; de- 
ceased general practitioner, ex-president of nearby 90 
bed hospital; practice 12 years. Contact: S. E. Gerber, 
100 Avenue P, Brooklyn 4, New York, telephone: 
Bensonhurst 6-5875. P 


CUTCHOGUE — LONG FULLY 


ISLAND, 


equipped air conditioned home office combination; de- 
er J 

> 


ceased G. P. ex pres. of a 90 bed hospital; 
tice 12 years; Contact S. E. Gerber 100 re. 
klyn. 4, N. Y¥. Te. BEnsonhurst 6-5875. 


OHIO — INTERNAL MEDICAL PRACTICE ESTAB- 
lished fourteen years; industrial city 350,000; fully 
equipped; centrally located; three open staff hospitals; 
terms; lease available ; gross over $30,000; leaving state. 
Box 9573 P, % AMA. 


PENNSYLVANIA—GENERAL PRACTICE FOR SALE 
or lease; terms to suit; house with office and living 
quarters; growing suburban area; northwest of Pitts- 
burgh; new hospital within 5 minutes ; gross $30,000; 
available immediately. Box 9616 P, % AMA 


TEXAS — FOR SALE; GENERAL PRACTICE WITH 
equipment; gross over $45,000; very few house calls; 
modern air-conditioned with plenty parking. Phone 
Dallas, Texas, Whitehall 2- 1256 after 6 p. m., Huston 
Pearson, MD, 715 Mayrant Dr. r 


ior sale 
5 open, hospitals; will Tntre- 


large med Atlantic Ci 
duce; reply. Box 9609 


WASHINGTON D. C.—RADIOLOGICAL PRACTICE; 
vicinity of Washington D. C. equipped for diagnostic 
and fleevapeutic radiology; in medical center will intro- 
duce; returning. Write Box 9617 P, % AMA 


WASHINGTON—GENERAL PRACTITIONER TO TAKE 
over established practice rural area; miles from 
Seattle; mountains with skiing; streams and forest 
setting; proper ancillary services available; equipment 
for sale; immediate income; will introduce. Lauren 
Lucke, MD, Sultan, Washington. 


FOR SALE—HOME-OFFICE COMBINATION; FOUR- 
teen room house; 3 rooms, % quel large hall for offices ; 
good parking area; two car garage; near modern open 
staff hospital, no EENT, orthopedic, FACS in city; am 
retiring. Box 9539 P, % AMA. 


PRACTICE FOR SALE—DERMATOLOGIC PRACTICE, 
well established; Chicago area; good agi" for 
somebody finishing residency. Box 9531 P, % AM 


APPARATUS ETC. FOR SALE 


PICKER SHORT- 
$250. I. 


X-RAY—SUPERFICIAL THERAPY ; 
Pincus 
Q 


proof tube and cables stand rectifier 
MD, 316 American Bidg., Orlando Florida. 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes, models 
of diagnostic and therapy units; delivered, installed, 
guaranteed and serviced. Write for details of deferred 
payment plan and new accessory price list to: The 
Kramer X-Ray Company, Ine., 217 E. 23rd Street, New 
York 10, New York. Q 


USED PHYSICIANS HOSPITAL AND LABORATORY 
Wells 40 bought and sold; large stock on hand. Harry 
be 7 400 East 59th Street, New York City 22, New 


FOR RENT 


CALIFORNIA BAKERSFIELD—SMALL SOLO PRAC- 
tice; 4 rooms; equipment optional mostly geriatric state 
aid; ideal for older physician desiring semi retirement 
in desert climate. L. Carpenter, MD, 910 Baker, Bak- 
ersfield, California. T 


in new one story 

furnished consultation room and two examining ~ ¥. 
one of Ree is furnished; common waiting room; 
x-ray; EKG and complete iaboratory facilities avail- 
able; opportunity for referred work 0 associateship 
or assistantship in internal medici Florida license. 
7310 Biscayne Bivd., Miami, Florida. T 


CREME pH 4.2 LOTION pH 4.5 
ne skin, which has been removed by 
ACID MANTLE Creme and Lotion, and | 
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* In Canada: °2765 Bates Rd., Montreal 
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when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines”? with a decongestant. 


. 


These antihistamines block the effect of histamine on the 
nasal and paranasal capillaries, preventing dilation and 
exudation.’ This is not enough; by the time the physician 
is called on to provide relief, histamine damage is usually 
present and should be counteracted. 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,‘ 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.° 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.®* TRIAMINIC can be prescribed for prompt 


relief in summer allergies, including hay fever. 

References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Illinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


TRIAMINIC provides around- 

the-clock freedom from hay Also available: TRIAMINIC syruP for those 
fever and other allergic respir- patients of all ages who prefer a liquid 
atory symptoms with just one medication. Each 5 ml. teaspoonful is 
tablet q. 6-8 h. because of the equivalent to 4 Triaminic Tablet or 14 
special timed-release design. Triaminic Juvelet. TRIAMINIC JUVELETS 
provide half the dosage of the Triaminic 
Tablet with the same timed-release action 
for prompt and prolonged relief. 


Each TRIAMINIC timed-release tablet provides: 
Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate 25 mg. 


running noses &, &. and open stuffed noses orally 


SMITH-DORSEY ~ a division of The Wander Company ~- Lincoln, Nebraska + Peterborough, Canada 
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Two MEPROTABS before retiring 


e insure restful, uninterrupted sleep 
¢ insure alert awakening 
e insure a tranquil mind and relaxed body 


MEPROTABS are 400 mg. meprobamate tablets, coated, white, and 
unmarked, to make name and type of medication unidentifiable to your 
patient. Meprotabs are pleasant tasting and easy to swallow. 


contains the original meprobamate, discovered and introduced by 


WALLACE LABORATORIES, New Brunswick, N. J. 
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Vol. 170, No. 15 


SECLUSION Est. 1909 MATERNITY 


FAIRMOUNT 


itari lusion care of un- 


wherever the winds blow 


sired. Rates reasonable and in certain 


SOOSSSSSHSHSSHSSHSSSSSSSSSSSSSSSEEEE cases, work around the hospital may be 


Write or phone 
Grace Schroer, Supt. WA 3-3577 
i 4911 E. 27th St.—K. C., Mo. 


POLARAMINE’ | for 


dextro-chlorpheniramine maleate 


REPETABS’ Nervous and Mental Diseases 


given to reduce exp Early 
All A. 


BELLEVUE PLACE 


EDWARD ROSS, M.D., Medical Director 


For day-to-day BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


relief & maintenance 
in allergic reactions 


SCHERING CORPORATION BLOOMFIELD, N.J. 


INDEX TO ADVERTISERS 
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Burroughs Welloonne & Co., Inc. . 
Cc 
Ciba Pharmaceutical Products, Inc....... 5, 22 to 25, 
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Coca-Cola Co. 6 
Cutter Laboratories 


Dietene Co. ‘ 
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Eaton Laboratories, Inc. | 
Endo Laboratories, Inc. 
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Gei Pharmaceuticals 81, 41, 237 | ——— 
Glenbrook Laboratories .. 227 |; 
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Lederle Laboratories, Division of } 
American Cyanamid Co. ................ 203 


M 


Mallinckrodt Chemical on 
Maltbie Laboratories Division, 
Wallace & Tiernan, Inc. 236 
Marbel Blood Calculator Co. 
McNeil Laboratories, Inc. ... .12, 199, 229-231 
Mead Johnson & Co. ...... ..10-11, 4th cover 
Medical Bureau 
Medical Placement 
Merck Sharp & Dohme; 

& Co., Inc. ....18, 15, 17, 19, 51 to 53, 213, 225 


Fairmount Maternity Hosp. 247 


SIMPLIFY BLOOD CELL COUNTING 
MARBEL BLOOD CELL CALCULATOR 


© Always Accurate © Faster Count © Easy to Operate 
No more tedious computations. Five keys for five fingers of either hand 
and three smaller keys for the Schilling Hemogram: Stabs, Juveniles, and 
Myelocytes. Count, add and calculate to 100 in one minute without 
removing eyes from microscope. Price $85.00, black finish. 


THE MARBEL BLOOD CALCULATOR CO 
HICAGO 2, IL 


“SEX MA RRIA GE 


Many of the questions your patients can't cr 

won't ask are answered in 12 publications of 

the American Medical Association, dealing with 

sex and marriage problems. Pamphlets are 

written in nontechnical, easy-to-read language. 

Write for a list of these low-cost publications. 
AMERICAN MEDICAL ASSOCIATION, 535 N. Dearborn Street, Chicago 10. 


National Drug Co. . 
Nordson Pharmaceutical Laboratories, ‘Inc. 


P 
Pfizer, Chas., & Co., I 
Photovolt Corp. 
Pitman-Moore Co. .... 
Procter & Gamble Co. . 


| 
Reed & Carnrick .... 
Riker Laboratories, Inc. 
Robins, A. H., Co., Ine. . 
Roche Laboratories 9, 27 to 30, ‘54, 216- 217, 235 
Roerig, J. B., & Co. .......... 45, 60-61 
Rorer, Wm. H., Inc. 
Rystan Co., Ine. .. 


AMERICAN MEDICAL Saunders, W. B., Co. ........lst Cover, 2nd Cover, 3 


Schenlabs Pharmaceuticals, Inc. 
EDUCATION FOUNDATION Schering Corp. 
535 No. Dearborn St., Chicago 10, Ill. Schmid, Julius, Inc. ....... 
Searle, G. D., & Co. ........ 
Shay Medical Agency 
Sherman Laboratories . 
| Dorsey .... 
Smith, Kline & French Labs. sins 
| Stuart ‘290, 22 


U. S. Vitamin Corp, 


Veeder-Root, Inc, 


w 
| Wallace 
| as ...37, 55, 68, 212, 215, 219, 246, 248 
Ww ampole 67 
Warner-Chilcott Laboratories Division .. 239 
Westwood Pharmaceuticals, 
Division of Foster Milburn Co, 38, 202 
TRACE MARK White Laboratories, Inc. ........ 208, 226 
Winthrop Laboratories, Inc. Cover 
: Woodward Medical Personnel Bureau ..............199 
Wyeth Laboratories ...20-21, 64, 234 
Recommend Thum—At All Drug Stores Wynn Pharmacal Corp. . 210 
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Coronary 
Insufficiency... 


Your high-strung angina patient 


often expends a “100-yd. dash” 


worth of cardiac reserve 
through needless excitement. 


Curbs emotion 
as it boosts 
coronary 


blood supply 


CONTROL OF EMOTIONAL 
EXERTION with Miltrate 
leaves him more freedom 


for physical activity. 


IMPROVED CORONARY BLOOD 
SUPPLY with Miltrate 


increases his exercise tolerance. 


Miltown® (meprobamate) +- PETN 


Each tablet contains: 200 mg. Miltown and 10 mg. penta- 
erythritol tetranitrate. Supplied: Bottles of 50 tablets. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bed- 
time. Dosage should be individualized. 


Ww} WALLACE LABORATORIES + New Brunswick, N. J. 


9158-59 TRADE-MARK 
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Open spaces are no help in breathing, 
when nasal passages are shut tight 
from pollen or with head colds. 


0.25% * 20 ce. 


contains Zephiran® chloride 1:5000, antibacterial 
wetting agent and preservative for greater efficiency 


In the handy plastic squeeze bottle 


Prompt and Prolonged Decongestion 


* Usually no compen: atory 
vasodilation 


* No sting 
Virtually no system: c reactions 


Neo-Synephrine (brand of phenylephrine), 
trademark reg. U.S. Put. Off. 


chloride 


| 
| 
Zephiran-benzylkonium 


“The ability of a patient to recover from an illness, injury, 
or operation is closely related to his previous and current 
nutrient supply.” 


Sustagen 


Complete food, Mead Johnson 
powder 


with 


... you can supply generous amounts of all known essential 
nutrients in convenient concentrated form. Your patient’s 
recovery time is shortened, and your diet problems are 
simplified when you use Sustagen... 


* as a complete liquid diet 
* as a basis for soft or bland diets 
° to fortify other special diets 


orally or by nasogastric tube . . . just add water 


1, Halpern, S. L.: Ann, New York Acad. Sc, 63: 147-164 (Oct, 28) 1955. 


\ § Mead Johnson 


Symbol of service in medicine 
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